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ABSTRACT
This study intends to address the gap in the literature on treatment options for adult children of
alcoholics (ACOAs). The theoretical and conceptual framework for this study was centered on
three main ideas: attachment styles, resilience, and self-compassion. Studies have indicated that
exposure to parental alcoholism increases the risk of depression, anxiety, and insecure
attachment, and ACOAs tend to have higher resilience than non-ACOAs. Researchers have
examined different treatment approaches and clinical outcomes for ACOAs. Some holistic
treatment choices, specifically self-compassion, have grown ubiquitous for a broad spectrum of
individuals with trauma. The purpose of this study is to assess the role of self-compassion in
moderating the relationship between ACOAs and three primary outcomes: depression, anxiety,
and attachment disruption. The Children of Alcoholics Screening Test (Modified CAST-6), Brief
Resilience Scale (BRS), Depression-Anxiety-Stress Scale-21 (DASS-21), the Experiences in
Close Relationships–Relationship Structures (ECR-RS), and the Self-Compassion Scale (SCS)
were administered to a group of participants (N = 202) through Amazon Mechanical Turk and
the online survey platform, Qualtrics. Pearson’s correlation matrix and multiple regression
analysis were performed to analyze the findings. Hayes’s PROCESS was conducted to test
mediation and moderated mediation with outcome variables. This study hypothesized that selfcompassion would moderate the relationship between the CAST-6 and resilience. The findings
revealed that there was a strong interaction effect of self-compassion on the CAST-6 and
resilience that affected the outcome variable of attachment disruption in best friend relationships.
A summary of the findings and implications were focused on the interpretations of the findings.
Keywords: adult children of alcoholics, anxiety, attachment disruption, avoidance, best
friend relationships, depression, parental alcoholism, resilience, and self-compassion
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CHAPTER ONE: INTRODUCTION
This study aims to assess the role self-compassion plays in the level of resilience of adult
children of alcoholics (ACOAs). Few correlation studies have been conducted on ACOAs and
self-compassion. Self-compassion in trauma survivors, including those with posttraumatic stress
disorder (PTSD), has been investigated (Braehler & Neff, 2020). Anda et al. (2006) proposed
that exposure to parental alcoholism falls under the umbrella of trauma, causing as a
posttraumatic stress reaction. The background and description of the problem are addressed in
this chapter. The theoretical and conceptual framework is described to provide a better
understanding of ACOA functioning in relation to attachment styles, resilience, and selfcompassion. ACOA has been linked to different variables such as resilience, depression, anxiety,
and attachment disruption throughout various literature studies.
Also, this study emphasizes the importance of treatment options for ACOAs that need
clinical attention in counseling, psycho-education, and research. Studies on ACOAs may be
overlooked in counseling, as studies regarding alcohol and drug addiction receive more attention.
Interestingly, Dayton (2012) described addicts as like celebrities; it is easy for people to
recognize addicts and their needs for treatment options and recovery. ACOAs often fade into the
background in a picture of addicts (Dayton, 2012). ACOAs are often overlooked in treatment
because many clinical resources, including financial resources, are provided for addicts,
specifically alcoholics (Dayton, 2012).
Background of the Problem
ACOAs are common in the Western world, as the eight to 10 million individuals with
alcoholism negatively impact 30 million people (Järvinen & Bloch, 2017; Woodside, 1988). The
U.S. Department of Health and Human Services (2001) reported that more than six million
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children in the U.S. (9%) are affected by their parent’s alcohol or drug addiction. Also, roughly
one out of four children in the US is affected by family alcoholism (Grant, 2000). Futhermore,
approximately 25% of college students are impacted by parental alcoholism and have been
identified as ACOAs (Grant et al., 2004; Kelley et al., 2005). Approximately 43% of U.S adults
(76 million people) have family members or relatives with alcoholism (Schoenborn, 1991). In
addition, World Health Organization (WHO, 2018) statistics indicate that approximately 40% of
people have a drinking problem, and 5% of the 40% people who have a drinking problem die
from excessive alcohol consumption (Şen-Aslan, 2021).
Parental alcoholism has been a prevalent issue in the United States for decades (Stevens,
1987). Alcoholics struggle to maintain family responsibilities and daily functioning; for example,
COAs are often neglected by their parents (Schade, 2006). COAs have a greater risk of
emotional distress, including distress caused by child abuse and neglect (Schade, 2006). When
COAs reach adulthood, they often suffer from underdevelopment in different areas that were
affected by parental alcoholism (H. Park, 2007). Alcoholism affects many family factors (e.g.,
familial relationships, financial matters, and education; Stevens, 1987). ACOAs are affected by
parental alcoholism, and they are more likely to experience a spectrum of psychological trauma
(Harter, 2000; Rzeszutek et al., 2021). For example, ACOAs may have either PTSD or complex
PTSD (CPTSD) due to family violence, a chaotic home environment, or instablity (Rzeszutek et
al., 2021). In addition to psychological trauma, ACOAs also do not tend to learn healthy
strategies for managing emotions and stress while growing up in an alcoholic household
(Hansson et al., 2006). However, not all ACOAs have psychological trauma or are affected by
parental alcoholism (Klostermann et al., 2011). It should be noted that ACOAs, as a group, are
not homeogenous.
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For approximately 30 years, previous and current literature studies have indicated that
parental alcoholism negatively impacts children and their social development. For example,
COAs are more likely to struggle to maintain intimate relationships, have low self-esteem, and
experience depression when they reach adulthood (e.g., Ballard, 1995; Calder & Kostyniuk,
1989; Roosa et al., 1988; Tweed & Ryff, 1991). According to a National Institute on Alcohol
Abuse and Alcoholism (2010) report, ACOAs often report anxiety, loneliness, perfectionism,
and a lack of emotional regulation skills (e.g., frustration). Moreover, the stigma surrounding
family alcoholism is a large problem in many communities. Based on a study of sympathy and
misery in families with drinking problems, Järvinen and Bloch (2017) argued that many ACOA
traits are stigmatized in communities. Due to stigma in the community, many ACOAs learn not
to discuss alcoholism with other people because shame is heavily intertwined with their sense of
identity, pushing them to isolate themselves (Finan et al., 2015; Şen-Aslan, 2021).
Alcoholism in families has been intractable for decades. Studies on family alcoholism
and ACOAs in different countries have peaked in recent times. General life stressors, natural
disasters, or pandemic diseases impact people and their well-being. Individuals have different
ways of responding to these situations. Some people access alcohol or use substances to cope
with their stress or negative emotions due to adverse circumstances. Currently, alcoholism in
families is still a problem during the COVID-19 pandemic. According to a recent study of
alcohol use and misuse during COVID-19, alcoholism may become a public health crisis (Clay
& Parker, 2020). Before the COVID-19 period, approximately three million deaths per year were
reported due to excessive alcohol consumption (WHO, 2018). The same study also suggested
that families and children would be significantly impacted by individuals with alcohol misuse
(Clay & Parker, 2020).
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Statement of the Problem
There are limited alternative treatments for ACOAs, but self-compassion is a developing
approach in counseling and psychotherapy (Neff, 2003a). Germer and Neff (2015) discussed the
cultivation of self-compassion in a particular group of trauma survivors. Generally, people
harden themselves with self-criticism when they experience trauma or adverse circumstances
(Germer & Neff, 2015). When people criticize themselves, they put themselves in shame, often
through thoughts such as, “I am worthless because I am not good enough” (Germer & Neff,
2015). Many trauma survivors use alcohol or drugs or turn to self-injury to release emotional
pain (Germer & Neff, 2015). They also struggle with coping with trauma symptoms such as
intrusive thoughts, nightmares, or hypersensitivity that interferes with daily functioning (Germer
& Neff, 2015).
Similarly, many ACOAs who grow up in a dysfunctional family with alcoholism that
affected them when they reach adulthood experienced self-hate and self-criticism (Adult
Children of Alcoholics [ACA], 2006). Many ACOAs were unaware of how parental alcoholism
impacted them and their relationship with others until the ACA cofounder, Tony A., presented
the Laundry List of 14 ACOA traits (ACA, 2006). One of the 14 ACOA traits is the repression of
childhood trauma and numbing of emotional pain (ACA, 2006). Another of these traits is that
ACOAs criticize themselves harshly and struggle to build self-esteem (ACA, 2006). The study of
resilience in ACOAs has shown that ACOAs postively correlate with resilience (Palmer, 1997).
It is recommended that ACOAs build their resilience to improving their well-being
(Szanton & Gill, 2010). The problem is a gap in the literature regarding ACOAs and resilience. It
is suggested that ACOAs soften their inner defense mechanisms (e.g., self-criticism, isolation,
and overidentification; Germer & Neff, 2015). Self-compassion contrasts with trauma survivors’
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and ACOAs’ harmful inner defense mechanisms (Germer & Neff, 2015). The research question
for this study asks, “Does self-compassion strengthen ACOAs’ resilience and reduce depression,
anxiety, and attachment disruption?”
Purpose of the Study
The purpose of this study is to assess the degree to which self-compassion moderates
resilience between ACOAs and the outcomes of depression, anxiety, and attachment disruption.
The independent variable is a group of ACOAs. The dependent variables include depression,
anxiety, and attachment disruption. Previous studies suggest that ACOAs are at greater risk of
developing depression, anxiety, and attachment disruption than non-ACOAs. The relationship
between parental alcoholism and attachment issues has been investigated in studies. ACOAs are
more likely to fear intimacy than non-ACOAs (Kelley et al., 2005). Research indicates that
ACOAs experience anxious or avoidant attachment, and many adverse outcomes have been
shown (Kelley et al., 2010). No previous studies have investigated the role of self-compassion in
the resilience of ACOAs.
Research Questions
A simple mediation model is associated with several of this study’s research questions
(Model 4; Hayes, 2018). The relationships between the variables are examined, and the
moderating role of self-compassion on the variables is explored in this study. First, it is essential
to investigate the correlation between ACOAs and level of resilience, even though some previous
studies have indicated being an ACOA is strongly associated with high resilience. A relationship
between ACOAs and resilience needs to be analyzed before the role of self-compassion in the
relationship between ACOAs and resilience is investigated. The first research question is, “What
is the correlation between ACOAs and resilience?” According to a study on resilience in ACOAs
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in social work, being an ACOA is positively associated with resilience (Palmer, 1997), and it is
important to examine a spectrum of ACOAs’ levels of resilience. Previous research has shown
that ACOAs are more likely to have higher resilience in psychological functioning than nonACOAs (McCoy & Robbins, 2019).
The second research question asks if there is the correlation between ACOAs and
resilience moderated by self-compassion. No studies on the relationship between ACOAs and
self-compassion were able to be found. As discussed in the literature review, a few studies have
shown that self-compassion is associated with trauma survivors and resilience. It was
hypothesized that self-compassion moderates the correlation between ACOAs and resilience.
The null hypothesis states that self-compassion has no effect on the correlation between ACOAs
and resilience.
As depicted in Figure 1.1, the main research question for this study is, “Does selfcompassion strengthen ACOAs’ resilience and reduce depression, anxiety, and attachment
disruption?” This study assesses resilience as a mediator between ACOAs/non-ACOAs (x) and
three variables (y): depression, anxiety, and attachment disruption. Self-compassion is placed as
a moderator between the independent variables and the mediator of resilience.
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Figure 1.1
Proposed Conceptual Model of a Moderator of the Role of Self-Compassion

Self-Compassion

CAST-6

Resilience

Depression
Anxiety
Attachment
Disruption

The hypotheses for this study are as follows:
Hypothesis 1a: The CAST-6 is positively related to resilience.
Hypothesis 1b: Resilience is negatively related to depression.
Hypothesis 1c: Resilience is negatively related to anxiety.
Hypothesis 1d: Resilience is negatively related to attachment disruption.
Hypothesis 1e: The CAST-6 is positively related to depression.
Hypothesis 1f: The CAST-6 is positively related to anxiety.
Hypothesis 1g: The CAST-6 is positively related to attachment disruption
Hypothesis 2a: The relationship between the CAST-6 and depression is mediated by
resilience.
Hypothesis 2b: The relationship between the CAST-6 and anxiety is mediated by
resilience.
Hypothesis 2c: The relationship between the CAST-6 and attachment disruption is
mediated by resilience.
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Hypothesis 3a: Self-compassion is negatively related to the CAST-6.
Hypothesis 3b: Self-compassion is positively related to resilience.
Hypothesis 3c: Self-compassion is negatively related to depression.
Hypothesis 3d: Self-compassion is negatively related to anxiety.
Hypothesis 3e: Self-compassion is negatively related to attachment disruption.
Hypothesis 4a: The mediated relationship between the CAST-6 and depression is
strengthened at a lower level of self-compassion.
Hypothesis 4b: The mediated relationship between the CAST-6 and anxiety is
strengthened at a lower levels of self-compassion.
Hypothesis 4c: The mediated relationship between the CAST-6 and attachment disruption
is strengthened at lower levels of self-compassion.
Assumptions and Limitations
Some assumptions enable this meaningful study. First, the participants are encouraged to
try their best to answer the questions presented on five instruments. Some participants may want
to learn more about how parental alcoholism affected them and their current daily functioning
and relationships with others after completing the survey questions. Second, the identifying
information of the participants is not revealed in the study, which allowed the participants to be
honest when completing the survey items.
The results of this study rely on the participants’ self-reports through Amazon
Mechanical Turk (MTurk). Self-reports may not be accurate due to the complexity of ACOAs’
background experiences; for example, some ACOAs may not remember their childhood
experiences, or they may not answer some questions due to the possibility of triggers or
traumatic flashbacks. Some participants may have backed out of this study when they felt
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overwhelmed or unable handle triggers regarding their experiences. Another possible concern
was the possibility of a small number of participants that met the criteria for ACOA, which
would affect the outcomes of research questions and hypotheses.
Definitions of Terms
Adult children of alcoholics (ACOAs) is a term introduced by researchers and clinicians
with alcoholism expertise in the 1970s (Booz-Allen Hamilton, Inc., 1974; Cork, 1969;
Woodside, 1988). Children who grew up in an alcoholic household are at risk of becoming
vulnerable in several areas (Booz-Allen Hamilton, Inc., 1974; Cork, 1969; Woodside, 1988).
Gravitz and Bowden’s (1987) study showed that almost all children who experienced parental
alcoholism were significantly impacted when they reached adulthood (p. 7). Children of
alcoholic parents or caregivers often experience adverse outcomes in their home environments
(Gravitz & Bowden, 1987).
Resilience is the ability of an individual to face various life stressors and learn to bounce
back due to their strengths and adaptability (Richards & Dixon, 2020). Individuals use their
strengths and experiences to flourish when they manage stress and trauma symptoms after the
trauma occurs (Rutter, 1999). Resilience is not limited to the individual level but can be
experienced at the institutional and societal levels (Richards & Dixon, 2020). Richards and
Dixon (2020) discussed that individuals can develop their resilience with clinical interventions
and resources (p. 878).
Depression is a mental health illness that affects an individual’s daily functioning in
different dimensions (e.g., mental, emotional, social, and biological; Malhi & Mann, 2018).
According to the WHO (2008), depression is the third most common mental health disorder in
the world. The WHO predicted that depression would be moved up to the most common cause of
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illness by 2030 (WHO, 2008). Major depressive disorder (MDD) is not just general sadness;
there is a clinical description of MDD in the Diagnostic and Statistical Manual of Mental
Disorders (DSM-5; Malhi & Mann, 2018). To be diagnosed with MDD, an individual must
experience five or more symptoms listed in the DSM-5. These symptoms include depressed
mood, anhedonia, feelings of worthlessness, guilt, suicidal ideation, fatigue, instability of sleep
patterns, changes of weight or appetite, and difficulties in concentration/indecisiveness
(American Psychiatric Association, 2013).
Anxiety is experienced as a spectrum of different symptoms over the course of
individuals’ development throughout the life span (Craske & Stein, 2016). Anxiety is a wellknown mental health issue, and one out of nine people is diagnosed with an anxiety disorder
worldwide (Baxter et al., 2013; Kessler et al., 2010). The characteristics of anxiety include
excessive fear, avoidance of stimuli, and increased perception of threats (Craske & Stein, 2016).
Anxiety typically starts in ichildhood, and individuals may have chronic anxiety if they do not
receive treatment (Craske & Stein, 2016). Research has shown that some clinical interventions
are effective for people with anxiety; for example, cognitive behavioral therapy is a common
practical counseling and psychological approach (Craske & Stein, 2016). In addition, some
individuals with anxiety report effectiveness of medications such as selective serotonin reuptake
inhibitors and serotonin and norepinephrine reuptake inhibitors (Craske & Stein, 2016).
Fear of intimacy is described as an individual’s fear of developing a close or intimate
relationship with another person (Rohner et al., 2019). Previous studies indicate that individuals
with a fear of intimacy struggle to develop and maintain intimate relationships, which affects
their own well-being (Alperin, 2006; Hook et al., 2003). Fear of intimacy is associated with a
lack of self-disclosure in close and intimate relationships (e.g., Fruzzetti & Jacobson, 1990;
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Pedro Sobral & Costa, 2015). Individuals with fear of intimacy often have high anxiety about
sharing intense thoughts and feelings with someone significant (Rohner, 2005). Self-revelation
of one’s personal information may contribute to an individual’s risk of getting hurt by someone
significant (Rohner et al., 2019).
Self-compassion is a harmony between positive responses and negative circumstances in
an individual’s experiences (Neff, 2003b; Neff et al., 2018). The concept of self-compassion is
close to that of compassion, and it includes openness, patience, kindness, acceptance of one’s
humanity, and understanding (Neff, 2003a). Self-compassion allows an individual to practice
self-kindness and reduces self-criticism (Braehler & Neff, 2020). Self-compassion prompts an
increased awareness of common humanity and a decreases feelings of isolation. Self-compassion
comprises three components: self-kindness versus self-judgment, common humanity versus
isolation, and mindfulness versus overidentification (Braehler & Neff, 2020).
Significance of the Study
Based on a study of the risks and protective factors of ACOAs’ adaptability and
development, S. Park and Schepp (2018) suggested alternative treatment options and ACOA
psychoeducation, including more interventions for strengthening ACOAs’ resilience. Alternative
treatment options include self-engagement in a healthy lifestyle, and self-compassion is a
lifestyle choice that has a significant effect on individuals’ well-being (Bluth & Neff, 2018;
Dunne et al., 2018; Sirois et al., 2015; Terry & Leary, 2011).
Self-compassion is a lifestyle choice that allows individuals to give themselves selfkindness, an awareness of common humanity, mindfulness, and wisdom (Leary et al., 2007;
Neff, 2003a, 2003b; Neff, Kirkpatrick, & Rude, 2007; Neff, Rude, & Kirkpatrick, 2007; Neff &
Vonk, 2009; Shepard & Cardon, 2009; Thompson & Waltz, 2008). Studies have shown that
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traumatic symptomatology correlates with ACOA characteristics, and research indicates that
ACOAs report more life stressors and few coping strategies (C. W. Hall & Webster, 2002). They
are susceptible to traumatic events and life stressors (C. W. Hall & Webster, 2002). More
alternative treatment options (e.g., psychoeducation focusing on self-compassion) are suggested
for strengthening ACOAs’ resilience and coping strategies.
The utilization of self-compassion is being more frequently utilized in the helping
professions such as counseling, psychology, and social work (Gilbert, 2005; Leary et al., 2007;
Neff, 2008). Research studies on self-compassion have grown since 2003, and recent findings
indicate that there is a significant correlation between self-compassion and a reduction in clinical
symptoms (e.g., depression, anxiety, and stress; Barnard & Curry, 2011; Neff, 2003a, 2003b;
MacBeth & Gumley, 2012). Correspondingly, self-compassion prompts individuals to revisit
their pain and emotional distress to strengthen their perception of their experiences (Folkman &
Moskowitz, 2000; Isen, 2000; Neff, 2003a). In so doing, individuals can change their perception
of what happened to them and their surroundings and make healthier lifestyle choices (Folkman
& Moskowitz, 2000; Isen, 2000; Neff, 2003a). Research on the role of self-compassion has
become a greater focus on mental health and wellness, specifically emotional resilience (Raes et
al., 2011). The benefits of practicing self-compassion are explored and discussed in the literature
review section of this dissertation.
Theoretical and Conceptual Framework
This study is supported by three models: Bowlby’s (1969) attachment styles, the societyto-cell resilience model (Szanton & Gill, 2010), and the six components of self-compassion
(Braehler & Neff, 2020). The purpose of utilizing three associated models is to explicate the role
of self-compassion in the relationship between ACOAs’ attributes and levels of resilience and

27
their influence on the development of depression, anxiety, and attachment disruption. It is also
essential to explore protective and risk factors to understand better the functional and
dysfunctional effects of growing up with parental alcoholism (S. Park & Schepp, 2015).
Generally, children are susceptible to risk factors in such an environment, which means COAs
are easily exposed to adverse outcomes from parental alcoholism (S. Park & Schepp, 2015).
However, COAs also appear to have many protective factors and high resilience even though
they face negative consequences from the effects of parental alcoholism (S. Park & Schepp,
2015).
Additionally, most ACOAs have had adverse childhood experiences (ACEs) because
they did not have a healthy relationship with their parents in early childhood (Beesley &
Stoltenberg, 2002; El-Guebaly et al., 1993). Prior research regarding COAs’ development of
attachment with alcoholic parents has shown that ACOAs often continue the cycle of poor and
unhealthy relationships as learned from their alcoholic parents or caregivers (Kelley et al., 2004).
Despite risk factors and attachment issues, COAs’ protective factors can be restored and
strengthened through empowerment by people and communities (S. Park & Schepp, 2015).
Velleman and Templeton (2007) suggested that resilience is an empowering tool and one of
those protective factors. While ACOAs are not a homogenous group, self-compassion is
suggested to strengthen individuals’ resilience (Neff, 2011). Previous research has shown that
self-compassion can enable individuals to use their resilience to manage their adverse emotions
caused by inevitable and challenging experiences (Raab, 2014). Through self-compassion,
individuals’ resilience can be built, enhancing life satisfaction, connectedness with others, and
positive outlooks. Individuals can also improve their relationships with people through selfcompassion and resilience (Raab, 2014).
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First, the attachment framework (Bowlby, 1969) provides a foundation for exploring
alcoholic family dynamics and how they shapes children of alcoholics and their identity
development (Beesley & Stoltenberg, 2002). Attachment styles were introduced by John
Bowlby, and the attachment framework focuses on the characteristics of different types of human
bonding (Levy et al., 2011). An attachment style is an individual’s response to an intimate or
close relationship, and it includes an exchange of giving and receiving. One’s attachment style
affects relationships with that individual’s parents, children, and intimate partners. Furthermore,
the concepts of a secure base and a haven play a significant role in attachment theory. A secure
base refers to one’s desire to be curious in learning, and a haven provides one’s needs for
security and protection when facing distress (Levy et al., 2011).
Examining different attachment styles in a group of ACOAs is crucial because there is a
strong negative correlation between parental alcoholism and children’s development of
attachment with others (Bowlby, 1969). Ainsworth (1989) and Bowlby (1973, 1980) stressed the
importance of children’s emotional and social development in the role of attachment with their
primary caregivers. In the speculative view, ACOAs are more likely to experience anxiety and
avoidance in their intimate relationship than non-ACOAs (Kelley et al., 2004).
Secondly, a theoretical resilience model can be used to assess ACOAs’ protective factors
in macro and micro levels (S. Park & Schepp, 2018). S. Park and Schepp (2018) utilized the
society-to-cell resilience model, developed by Szanton and Gill (2010), to assess ACOAs’
resilience and adaptation to their circumstances. The six levels of the resilience model allow for
evaluation of how family alcoholism impacts children and adults and their ability to use their
strengths (S. Park & Schepp, 2018). Also, three parts of resilience are guard against adverse
effects, allow individuals to recover from negative situations, and learn to bounce back from

29
adversities (S. Park & Schepp, 2018). One study on ACOAs’ levels of resilience showed that the
society-to-cell resilience model is effective for assessing a spectrum of degrees of adaptation
between resilience and vulnerability (S. Park & Schepp, 2018). Similarly, the society-to-cell
resilience model allows for the conceptualization of resilience as fluid for individuals with
exposure to complex trauma (S. Park & Schepp, 2018). Moreover, researchers and mental health
professionals can use this framework to develop more interventions for the ACOA population (S.
Park & Schepp, 2018).
Most importantly, self-compassion is a practical tool for coping with various emotions
and building resilience (Neff, 2011). The self-compassion model and the Self Compassion Scale
(SCS) were developed by Kristin Neff (Neff, 2003a; Neff et al., 2018). Self-compassion has six
components: self-kindness, self-judgment, common humanity, isolation, mindfulness, and
overidentification (Braehler & Neff, 2020). The purpose of practicing self-compassion is to
revisit one’s internal pain and emotional suffering and comfort oneself when experiencing
suffering and facing difficult circumstances (Duarte et al., 2016). For example, Braehler and
Neff (2020) proposed that self-compassion prompts individuals with PTSD to counteract their
automatic self-response with positive views of themselves in adverse circumstances. In addition,
previous research indicates that self-compassion protects individuals with PTSD from shaming
themselves (Braehler & Neff, 2020). Similarly, individuals in trauma recovery are more likely to
better understand themselves and their inner struggles through the practice of self-compassion
(Herman, 2015, p. 276). Overall, previous literature studies regarding a correlation between selfcompassion and individuals with trauma provide support for this study. Self-compassion is the
heart of this study, which focuses on a group of ACOAs and their levels of resilience.
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Organization of the Remaining Chapters
This study has four remaining chapters. Chapter Two presents the literature review that
provides an essential foundation of this study. The literature review starts with an in-depth
description of ACOAs’ background and characteristic traits. The sections discuss the primary
ACOA distinctive traits: depression, anxiety, and attachment styles, with an emphasis on control
and fear of intimacy. Secondly, the literature review gives a brief overview of specific ACOA
populations and multicultural aspects. Three frameworks, Bowlby’s (1969) attachment styles, the
society-to-cell resilience model (Szanton & Gill, 2010), and the six components of selfcompassion (Braehler & Neff, 2020), are elaborated upon in the literature review.
Chapter Three consists of the research design and methodology. The purpose of the
research is briefly introduced in the first section. Research questions and hypotheses are detailed
in the second section. A self-report survey was conducted through MTurk. Each participant was
asked to read the informed consent, including the information regarding the risks of this study.
Participants were prompted to answer the demographic background items and complete five
instruments. Chapter Four focuses on the findings, data analysis, correlations, and the correlation
matrix. The interaction effect in both models, mediation and moderated mediation, are discussed.
Chapter Five includes summaries of the findings and conclusions. Limitations and
recommendations are also noted in the chapter.

31
CHAPTER TWO: LITERATURE REVIEW
The purpose of this study is to assess the role of self-compassion in ACOAs and
resilience, depression, and anxiety. This comprehensive literature review explores the
relationship between ACOAs and three variables (depression, anxiety, and attachment
disruption). Alcoholism and ACOA are introduced with in-depth background information on
alcohol use disorder and how it impacts children and family members in their homes. A
description of ACEs, including parents with substance abuse or misuse and parents with mental
illness, is provided for understanding a better picture of COAs’ adverse experiences with
parental alcoholism. Psychological impacts, including depression, anxiety and trauma, are also
explored in this literature review. Family roles in alcoholic households are briefly discussed.
Attachment styles play a significant role in COAs’ emotional and social development,
influencing their relationships with others when they reach adulthood. Some common ACOA
traits, such as the desire for control and trust issues, are highlighted in this literature review.
Current ACOA research findings are addressed, and those findings indicate that ACOA may be a
trending problem in the present time. Diverse populations and multicultural aspects of ACOAs
are noted in this chapter, and several specific age groups of ACOAs (e.g., college students) are
briefly discussed. Some current studies on the correlation between the COVID-19 pandemic and
addictive behaviors, specifically alcohol misuse indicated the alcoholism in families, indicate
that the effectives of alcoholism on children is still a pressing problem. A background and
description of self-compassion are provided. Previous studies on resilience and self-compassion
associated with PTSD and trauma are presented in this chapter. Finally, limitations of practicing
self-compassion, including the application for ACOAs, are noted in this chapter.
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Introduction: Alcoholism and ACOAs
Alcohol use disorder is a disease of addiction that affects individuals’ daily functioning;
those with this disorder use alcohol frequently and do not have control over their alcohol use,
and withdrawal risks significantly increase after intense use of alcohol (Şen-Aslan, 2021).
Furthermore, the American Psychiatric Association (2013) noted that people with alcohol use
disorder indicate that they do not have good judgment as they cannot think clearly and cause
harm to people. In addition to impairing one’s judgment, alcohol can also harm one’s cognitive
functioning and cause harmful behaviors toward others (Şen-Aslan, 2021). Psychological
disorders, including depression, are common in individuals with alcohol use disorder (Eiden et
al., 2009).
Alcohol use disorder is not only a problem for the individuals who are diagnosed with it,
but it also affects the families and children of those with the disorder. For example, parents need
to be responsible to meet their children’s needs, and parents with alcohol misuse are more likely
to have poor judgment and neglect their children’s well-being (Şen-Aslan, 2021). Alcoholic
parents’ daily functioning is adversely affected, often making them unable to fulfill their
children’s needs, and their home environments are unstable and unpredictable (Şen-Aslan, 2021).
Many family conflicts are reported in alcoholic households (Hung et al., 2009). Family conflicts
often entail include violence, aggression, and emotional abuse in the home (Erdim, 2019; S. Park
& Schepp, 2015; Şen-Aslan, 2021). Due to the high number of family conflicts in alcoholic
households, children are more likely to have adverse experiences that impact different areas of
their development (Erdim, 2019; S. Park & Schepp, 2015). On the whole, many COAs
experience emotional pain or psychological injury from parents with alcohol misuse or drinking
problems (Erdim, 2019).
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Adverse Childhood Experiences
Previous studies of COAs and children of parents with substance use disorders and the
broad spectrum of adverse outcomes indicate some similarities. For example, one study of
mental disorders and children of parents with substance abuse problems in Finland showed that
parents with a range of substance misuse negatively impacted a group of children born in 1991
(Jääskeläinen et al., 2016). Similarly, parents with alcohol and substance use disorders are
strongly associated with the outcomes of ACE (e.g., mental health challenges and risks of
substance use risks at age of 13-17 years) (Jääskeläinen et al., 2016). Children with ACEs have a
greater risk of comorbid disorders, including alcohol use and mental health disorders (Anda et
al., 2002; Anda et al., 2006; Björkenstam et al., 2013; Chapman et al., 2004; Dube et al., 2002).
Like other adult children with ACEs, the risks associated with having mentally ill parallel the
risk factors of family alcoholism (DiVento & Saxena, 2017). In addition, approximately five
million children in the United States live with a parent with mental illness, including those with
alcohol and substance abuse disorders (Nicholson et al., 2004).
ACOA: Depression
Previous studies have shown that ACOAs are more likely to have higher degrees of
depression than non-ACOAs (Anda et al., 1999; Bush et al., 1995; Kelley et al., 2011;
Klostermann et al., 2011; Sher, 1991). Also, depression is strongly associated with low selfesteem in ACOAs; that is, ACOAs are more likely to demonstrate depression symptoms with
low self-esteem than non-ACOAs (Bush et al., 1995). Bush et al. (1995) utilized the Beck
Depression Inventory (BDI; Beck et al., 1961) to measure depression in ACOAs and nonACOAs. The results indicated that ACOAs have more depression than non-ACOAs, with female
ACOAs having the highest rates of depression. In the same study, results from the Index of Self-
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Esteem paralleled those from the BDI, demonstrating low self-esteem in ACOAs (Bush et al.,
1995). Bush et al. (1995) explained that many ACOAs grew up in chaotic and alcoholic
households, which placed on them a burden of family responsibility due to their parents’
drinking problems and behaviors (p. 184). ACOAs’ experiences living with an alcoholic
parent(s) contribute to the risk of depression (Bush et al., 1995). In addition, ACOAs are more
likely to lack coping strategies, which contributes to the risk of developing depression (Hansson
et al., 2006).
According to recent conceptual literature of the effects of parental alcohol on children in
Turkey, COAs have a high risk of developing mental health disorders (e.g., depression) when
exposed to their alcoholic parents’ behaviors (Şen-Aslan, 2021). For example, if parents have
comorbidities such as alcohol use disorder and depression, COAs are more likely to internalize
their parents’ responses to their mental health and substance use disorders (Hussong et al., 2008;
Omkarappa & Rentala, 2019). Another recent study regarding parental alcohol problems,
internalizing problems, and child relationships in Denmark showed that adolescents of alcoholic
parents have a greater risk of becoming depressed, feeling lonely, and demonstrating other
mental health symptoms than adolescents of nonalcoholic parents (Pisinger et al., 2016).
Significantly, ACOAs with a diagnosis of alcohol use disorder are at risk for a diagnosis
of depression (Hasin et al., 2007). Children who were exposed to parental alcoholism were also
more likely to indicate they have MDD or persistent depressive disorder (Thapa et al., 2017).
Since many COAs have traumatic experiences due to parental alcoholism, they are susceptible to
depression and internalizing symptoms (Şen-Aslan, 2021). In addition to the clinical significance
of these findings, depression is one of the risk factors for suicide and self-injurious behaviors,
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and COAs are at higher risk of becoming suicidal or presenting suicidal ideation compared to
non-COAs (Şen-Aslan, 2021).
Female ACOAs are more prone to depression than male ACOAs (Morgan et al., 2010).
For example, the factors that motivate the female ACOAs to drink are symptoms of depression
that affect their choices of dates and partners (Kelley et al., 2014). Kelley et al. (2014) found that
the alcoholics with moderate to severe depression and drinking motivation strongly affect
ACOAs, which mean they are at risk of developing alcoholism. These results on the correlation
of depressive symptoms and motivations for alcohol use indicate that depression and drinking
motivation among female ACOAs mean they are susceptible to alcohol use disorder or drinking
problems themselves (Kelley et al., 2014).
Limitations are noted in some studies on the relationship between ACOAs and
depression. For example, one study of young adult children of alcoholic fathers focused on
depressive experiences, coping styles, and family systems that did not include children of
alcoholic mothers (Jarmes & Kazak, 1992). Jarmas and Kazak (1992) shared a concern about
using the term, alcoholic family to focus only on children of alcoholic fathers (p. 248).
Interestingly, mothers are more likely to be children’s primary caretakers, and the results may
have been different if children of alcoholic mothers are included in the study of depressive
experiences, coping styles, and family systems (Jarmas & Kazak, 1992). Future research on
similarities and differences in the impact on children based on the alcoholic parent’s gender is
suggested (Jarmas & Kazak, 1992).
ACOA: Anxiety
Anxiety is a common characteristic of ACOAs (C. W. Hall & Webster, 2002; Pagano et
al., 2007). ACOAs develop anxiety and uncertainty while growing up with alcoholic parents
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because they were exposed to the drinking behaviors that cause unpredictability and instability at
home (Murray, 1998; Vaught & Wittman, 2011). ACOAs grew up learning not to trust their
feelings and fearing losing control because their alcoholic parents demonstrated a lack of selfcontrol and aggressive or inappropriate behaviors after using alcohol in excess (Ehlers, 1993).
ACOAs often continue to experience anxiety even if they are successful in their adult lives
because they still practice the survival skills they used in their childhood to handle current
circumstances (Gravitz & Bowden, 1987). Moreover, anxiety sensitivity is strongly correlated
with growing up with alcoholic parents (MacPherson et al., 2001). Research has shown that
children of alcoholics are at risk of developing anxiety-related symptoms and other
psychological issues (Kessler et al., 1997). Also, a high percentage of individuals with panic
disorder have experienced family alcoholism (Kessler et al., 1997). Skorupa and Agresti (1998)
discussed that ACOAs are more likely to struggle with managing their irrational thinking and
anxiety, which negatively impacts their career decisions and relationships with others, including
attachment issues (Kelley et al., 2005).
ACOA: PTSD and CPTSD
ACOAs have had ACEs that significantly impacted their mental health and well-being on
levels not limited to depression and anxiety. ACOAs are more likely to suffer long-term
psychological injury, specifically PTSD or CPTSD. Klostermann et al. (2011) argued that
because ACOAs have experienced a spectrum of psychological trauma, they, as a group, are not
homogeneous. Recently, a study of PTSD and CPTSD in a group of ACOAs in Poland provided
insight into how ACOAs’ daily functioning is affected by PTSD or CPTSD (Rzeszutek et al.,
2021). In this study, 609 ACOAs completed five surveys: the PTSD checklist based on DSM-5
criteria (Weathers et al., 2013), International Trauma Questionnaire (Cloitre et al., 2018),
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Satisfaction with Life Scale (Diener et al., 1985), Positive and Negative Affective Schedule
(Watson et al., 1988), and Children of Alcoholics Screening Test (CAST-6; Hodgins et al.,
1993). The major finding of the study indicated significant heterogeneity in the group of ACOAs
in terms of psychological trauma, with 46 ACOAs (7.6%) having PTSD and 42 ACOAs (6.9%)
having CPTSD (Rzeszutek et al., 2021). In sum, the large sample of ACOAs in this study were
associated with a spectrum of trauma, and the results revealed the heterogeneity of ACOAs with
PTSD or CPTSD (Rzeszutek et al., 2021).
ACOA: Family Roles
Parental alcoholism, and the associated ongoing family violence and conflict, affects
COAs’ mental health and social development. Parental alcoholism separates children from their
alcoholic parents, who are unable to provide nurturing, safe, and warm support for their children
(Şen-Aslan, 2021). COAs are more likely to take excessive responsibility at home and take on
parental roles, known as parentification, for their alcoholic parents (Şen-Aslan, 2021). Because
many alcoholic parents have unhealthy functioning due to alcohol consumption, COAs are often
burdened with responsibilities (Kelley et al., 2007). COAs develop a parental role when they
must fulfill their parents’ responsibilities (Şen-Aslan, 2021). COAs in other family roles often
feel they need to pacify their alcoholic parent(s) when they are angry or show aggression toward
them (Şen-Aslan, 2021). Also, COAs often try to make their families look normal to others (ŞenAslan, 2021).
In their dysfunctional families, the COAs may take on one or more roles: the hero child,
the scapegoat, the lost child, and the clown or mascot (Middelton-Moz & Dwinell, 2010;
Zastrow & Kirst-Ashman, 2012). Typically, the hero child would take on a parental role to fix
the family problems (Alford, 1998). Many hero children are overachievers and driven to achieve
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because they were taught to take responsibility when they were young and need to be in control
of their surroundings (Suneel et al., 2017). The scapegoats often are referred to the black sheep
of the family and may be seen as rebels (Suneel et al., 2017). The lost children are overlooked by
the family and avoid interacting with others (Zastrow & Kirst-Ashman, 2012). They often
daydream and fantasize themselves into a perfect world and avoid family conflict (Zastrow &
Kirst-Ashman, 2012). Children in the role of mascot or clown entertain others to minimize their
painful feelings and family stress (Scharff et al., 2004). Understanding ACOA family roles can
help readers, specifically mental health professionals and researchers, understand how ACOAs’
attachment styles were affected by their environment. Attachment styles in ACOAs are explored
and discussed in the next section.
ACOA: Attachment Styles
ACOAs report struggling with connecting with their romantic partners through
communication (Beesley & Stoltenberg, 2002; Dayton, 2009; Drejer et al., 1985). C. W. Hall and
Webster (2007) discussed that many ACOAs are unwilling to share about their alcoholic parents
or family with others because family alcoholism is heavily stigmatized in different communities.
The challenge of overcoming this stigma can be one factor that prevents ACOAS from
developing an intimate relationship with someone significant.
Kelley et al. (2005) explained that ACOAs frequently have anxious or avoidant
attachment styles in intimate relationships. According to a study on relationships and adult
attachment in ACOAs, ACOAs who participated in self-report measures of adult attachment
indicated more anxious and avoidant behavior in intimate relationships (Kelley et al., 2005).
College students who identified themselves as ACOAs reported more fears of being intimately
close to others and were more likely to avoid romantic relationships (Kelley et al., 2005). Kelley
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et al. (2005) discussed the lack of recognition in research regarding attachment orientation in
ACOAs, even though parental alcoholism significantly impacts ACOAs’ interpersonal
relationships with others (p. 1480). Adult children may not have had a healthy and secure parentchild attachment with one or both alcoholic parents when they were children (Tweed & Ryff,
1991).
Children who do not have a stable and nurturing home environment due to their parents’
drinking problems are more likely to have insecure attachment styles when they become adults
(S. Brown, 1988). Children who grow up in an alcoholic household face avoidant and anxious
romantic attachment issues more often than children who do not grow up in an alcoholic home
(Kelley et al., 2004). Also, children cannot have a healthy attachment to their alcoholic parents if
they cannot demonstrate loving and nurturing parenting. Often, alcoholic parents are more likely
to pay attention to their own problems and neglect their children’s emotional needs (Şen-Aslan,
2021). Also, it is important to note that COAs may experience positive parenting and can be
exposed to a healthy and secure attachment if they have one parent or family members that are
stable and have healthy functioning (Şen-Aslan, 2021). This can prevent COAs from developing
dysfunctions in their relationships with others (Şen-Aslan, 2021).
In terms of attachment, parents and primary caretakers greatly influence children’s social
learning behavior (Bandura, 1986). Children pick up on their alcoholic parents’ behaviors, such
as verbal aggression, lack of judgment, and drinking problems (Şen-Aslan, 2021). Meanwhile,
COAs have a higher risk of becoming alcoholics when they become adults because their
alcoholic parents set a model of drinking as a way of coping with life stressors and internalizing
problems (Şen-Aslan, 2021). Most importantly, COAs need healthy and positive role models for
enhancing their attachments with others and developing social skills (Şen-Aslan, 2021).
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The “lost” adult child often struggles in asking for help and reaching out to others (ACA,
2006). ACA (2006) states that many lost adult children experience “relationship anorexia” (p.
135) due to a continuation of intimacy fears rooted in their childhood years. Those adult children
believe change is riskier than isolation and avoidant relationships (ACA, 2006). Many adult
children have always felt that other people knew how to maintain their intimate relationships
successfully because they had the modeling of secure and healthy relationships from their
parents (Woititz, 1990). Attachment is associated with trust, and trust is challenging for ACOAs
because they learned not to trust themselves or others when they were young (Gravitz &
Bowden, 1987). ACOAs are more likely to experience intimacy issues in their relationships with
others because intimacy is closely associated with trust (Gravitz & Bowden, 1987).
Bowlby (1969) discussed the importance of understanding the strong effect of parental
alcoholism on children’s development of attachment with others. Children’s develop emotional
bonds when they are able to rely on their primary caregivers for comfort, intimacy,
responsiveness, and stability (Ainsworth, 1989; Bowlby, 1973, 1980). ACOAs did not have a
healthy and secure model of relationships in their early childhood years (Beesley & Stoltenberg,
2002; El-Guebaly et al., 1993).
In sum, ACOAs have more anxiety and avoidance in their intimate relationships
compared to non-ACOAs. (Kelley et al., 2010). Females, especially, long for validation and
approval from others, specifically their partners, yet engage in avoidant behaviors (Kelley et al.,
2010). More research on gender differences among ACOAs and parents and caregivers with
alcoholism is suggested (Kelley et al., 2010). Kelley et al. (2010) argued that attachment theory
is suitable for the study of mothers’ versus fathers’ alcohol abuse and attachment in adult
daughters of alcoholics (p. 1565). However, it is not enough to study more aspects of ACOAs’
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responses toward parents or caregivers with alcoholism (Kelley et al., 2010). Future research
regarding child maltreatment, violence, and the family system is suggested to provide further
insight into ACOAs and their romantic attachment (Kelley et al., 2010).
ACOA: Control and Fear of Intimacy
Woititz (1989), Cermak and Brown (1982), and Friel (1988) discussed that ACOAs are
more likely to demonstrate maladaptive behaviors, including a need for control and
compulsivity, due to the inconsistency and chaos experienced throughout their childhood years.
Adult children feel they need to control for safety and predictability (ACA, 2006). Step 3 of the
12 Steps of ACA prompts ACOAs to release control slowly and trust God or a Higher Power
(ACA, 2006).
According to an analysis of control, attachment style, and relationship satisfaction,
ACOAs are more likely to control a relationship (Beesley & Stoltenberg, 2002). It is important to
note ACOAs’ dysfunctional characteristics in intimate relationships and attachment styles. Also,
ACOAs report less relationship satisfaction due to their need for control (Beesley & Stoltenberg,
2002). The reports of insecure attachment in ACOAs are higher than non-ACOAs (Beesley &
Stoltenberg, 2002). Jenkins et al. (1993) highlighted that some non-ACOAs have similar results
as ACOAs because some non-ACOAs came from dysfunctional nonalcoholic families.
Beesley and Stoltenberg (2002) presented an analogy between alcoholic parents and
COAs who desire control (p. 282). Children learn to control themselves and others from their
parents, who control their drinking behaviors (Beesley & Stoltenberg, 2002). Adult children
were taught to monitor and minimize the conflict and chaos in their alcoholic home
environments (Beesley & Stoltenberg, 2002). Those behaviors have negatively impacted adult
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children, and they are more likely to control their relationships, hindering their personal growth
and understanding of healthy relationships (Bepko & Krestan, 1985).
Letting go of control is not easy for adult children because they prefer to avoid facing
their fears of unpredictable situations and relationships (ACA, 2006). Being unable to let go of
control may make adult children feel shame for not having enough faith in God or a Higher
Power (ACA, 2006). Trusting God or a Higher Power means letting go of control and seeking
help from others. Adult children learn to break the barrier of asking for help and being honest
with themselves by letting go of control (ACA, 2006).
ACOA Life Span Development
Childhood
Raitasalo et al. (2018) emphasized that COAs are adversely affected by parents with
alcohol use disorder regardless of how much alcohol the parents consume, whether measured by
duration or intensity. Children can be adversely affected by their alcoholic parents when
communicating with them; for example, parents’ drinking behaviors can lead to verbal abuse or
manipulation (Haverfield & Theiss, 2014; Lyon & Greenberg, 1991; Reich et al., 1988). COAs’
social development and well-being were affected by parental alcoholism because COAs did not
receive proper nurture and care from their parents (Kroll, 2004). COAs often experienced
anxiety and uncertainty while growing up because most alcoholic parents’ drinking behaviors
created unpredictability and unreliability in their parenting (Murray, 1998; Vaught & Wittman,
2011). In addition to these direct impacts on children, parentification is common in alcoholic
families, as COAs often become a little parent and take care of their siblings or alcoholic parents
(Burnett et al., 2006; Kelley et al., 2007). Parentification occurs when COAs fulfill adult roles
and responsibilities before they reach adulthood or are fully developed (Stein et al., 1999).
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Research on parentification and family responsibilities in alcoholic families has indicated that
ACOAs experience more parentification in their families than non-ACOAs (Kelley et al., 2007).
Gąsior (2014) described three aspects of ACOAs and their perceptions of family
alcoholism (p. 294). First, family alcoholism was strongly associated with parents or caregivers’
trauma that negatively impacted children, and some of them would use alcohol to cope with their
trauma (Gąsior, 2014). Second, stereotypes of fathers and mothers with alcoholism were
indicated; for example, fathers were often viewed as angry and impulsive, while mothers were
often labeled depressed and anxious (Gąsior, 2014). Last, ACOAs did not have many protective
factors when they grew up in an alcoholic household, and they were vulnerable to trauma at
home (Gąsior, 2014).
College Students
College-age ACOAs are more likely to face struggles such as academic problems, mental
health issues, frequent substance use, low self-esteem, isolation, and excessive guilt and shame
(Beesley & Stoltenberg, 2002; C. W. Hall et al., 1994; C. W. Hall & Webster, 2007; Harter,
2000). Kashubeck and Christensen (1995) found that ACOA college students experience more
depression than non-ACOA college students. Non-ACOAs are more likely to adapt well to
college because their healthy boundaries and secure attachments with their caregivers developed
during their early childhood years (Vinson, 1995). Non-ACOAs who grew up in functional
families were taught to be responsible, encouraged to be confident, and motivated to achieve
their goals (Fraser & Tucker, 1997). In addition, college students may benefit from
psychoeducation regarding family alcoholism, attachment and communication styles, and selfawareness (Beesley & Stoltenberg, 2002).
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Older Adults
Although not much research on ACOAs has been done using participants from the older
generation (e.g., baby boomers) or ACOA parents, Dayton (2012) presented some critical
highlights of the role of an ACOA parent and how their background affects their children, known
as grandchildren of addiction. ACOA parents may unconsciously pass their ACOA
behaviors/traits to their children. For example, a grandchild of alcoholics may pick up on their
parents’ unresolved ACOA trauma (Dayton, 2012). Some grandchildren of alcoholics feel guilty
over their parents’ ACEs and become confused when their boundaries are unclear (Dayton,
2012). Dayton (2012) explained that ACOA parents might have difficulty allowing their children
to experience intense emotions because they struggled with trusting their own feelings (Dayton,
2012). Overall, ACOA parents need to separate their wounded inner child from their child when
they face unresolved trauma or project into their child (Dayton, 2012).
Current Research Findings: ACOA
Many ACOA research studies were written in the 1980s and 1990s. When the ACOA
movement started in the 1970s, the research topic grew tremendously due to the increased
number of children of alcoholics (Booz-Allen Hamilton, Inc., 1974; Cork, 1969; Woodside,
1988). This research trend faded in Western culture, and there are not many recent research
studies on ACOA and family roles. The gap in the literature is that though many ACOAs exist in
society, there are not many studies focusing on clinical interventions and treatments for ACOAs.
However, some recent studies on ACOAs with multicultural aspects and conducted in different
countries indicate that parental alcoholism is still a problem that impacts many areas of
development in children. Research on ACOAs in multicultural groups is discussed below.
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Diverse Populations and Multicultural Aspects
Black and African American Population
The research has shown that African American male ACOAs used more alcohol than
male non-ACOAs, and there is a higher prevalence of alcohol use in African American female
ACOAs than in other groups (Rodney & Rodney, 1996; Steiker, 2013). J. C. Hall (2010)
suggested that African American ACOAs may benefit from social support and resources in her
study of different kinds of bonding, including kin, in the African American culture. Kin, or
multiple relationships (e.g., parental figures), play a significant role in the African American
culture and strengthen resilience (Steiker, 2013). The interviewee, J. C. Hall, explained how
social support and attachment bonds help African American ACOAs have positive experiences
in relationships with others (Steiker, 2013). One of her research studies confirmed that most
African Americans have more social support because their family systems (e.g., extended family
members) tend to be different from Caucasians (e.g., nuclear family; Steiker, 2013). She added
that African American ACOAs’ resilience is strengthened when they have solid support systems,
especially from kin (J. C. Hall, 2008, 2013).
Korean Population
S. Park et al. (2016) explained that ACOA literature studies are often centered on a
Western view. S. Park et al. (2016) also discussed that there had been no previous studies on
COAs with an Eastern perspective, specifically the Korean culture (p. 369). The researchers
presented a powerful message from one of the Korean participants explaining that living with an
alcoholic father was like wearing a scarlet letter on their chest and like carrying a heavy burden
of fears and negative experiences (S. Park et al., 2016). Many Korean COAs shared how their
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fathers’ alcoholism impacted their families, such as with ongoing family conflicts, poverty, and
chaos (S. Park et al., 2016).
Indian Population
One study of sociocultural factors on young ACOAs and the emotional development
showed that young ACOAs in southern India are susceptible to anxiety and depression (Hebbani
et al., 2018). The study results indicated that one third of young ACOAs from southern India
reported that they were strongly affected by their parents’ alcoholism (Hebbani et al., 2018). In
addition, more young female ACOAs experience anxiety and stress than young male ACOAs,
while young male ACOAs reported more depression than young female ACOAs (Hebbani et al.,
2018). In addition, COAs in India also reported self-esteem and adjustment problems due to a
lack of parental role models and stability in a home environment (Jenefer, 2016). Overall, COAs
are vulnerable to a stressful and chaotic home environment due to parental alcoholism (Jenefer,
2016).
Icelandic Population
Recently, Ólafsdóttir and Clayson (2022) presented a significant study of ACOAs and
proposed a framework they termed recovery capital. Recovery capital is one’s recovery journey
through different types of capital: social, physical, human, and cultural (Cox et al., 2016).
Examples of capital recovery include values, knowledge, self-awareness, the purpose of life,
kinship relationships (family of choice), and community organizations (White & Cloud, 2008).
Six adult children were included in the study, and their lived experiences were analyzed through
the framework of recovery capital (Ólafsdóttir & Clayson, 2022). The six participants shared
their experiences growing up with alcoholic parents and how their alcohol misuse impacted the
participants’ well-being (Ólafsdóttir & Clayson, 2022). Like ACOAs in different countries, they
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experienced severe depression, anxiety, stress, low self-esteem, and a lack of self-confidence
(Ólafsdóttir et al., 2018, 2020). The outcomes of this study are similar to those from other
European studies; for example, ACOAs in European countries are more likely to report anxiety,
guilt, and low self-esteem (Velleman & Templeton, 2007; Velleman et al., 2008). Best et al.
(2016) argued that the social identity model of recovery can result in transformational progress
for ACOAs. The model can prompt them to change their views of self and others (Best et al.,
2016). In sum, Ólafsdóttir and Clayson (2022) recommended long-term recovery through the
lens of recovery capital for ACOAs.
Deaf and Hard of Hearing Population
Due to the large problem of parental alcoholism in the US, deaf children are also affected
by family alcoholism (Stevens, 1987). Interestingly, Stevens (1987) examined differences
between deaf children and hearing children in alcoholic households. Hearing children are more
likely to face more family conflicts than deaf children because they can hear what their parents
say or other noises at home. In contrast, many deaf children and teenagers attend boarding
schools and sleep in their dorms, so they have fewer chances to deal with alcoholic parents than
hearing children and teenagers (Stevens, 1987). It is crucial for deaf children to be fully informed
about appropriate family boundaries because most do not have communication accessibility at
home. Deaf children may benefit from ongoing individual counseling sessions including
psychoeducation and role-playing to address family communication issues and develop healthy
boundaries with their alcoholic parents (Stevens, 1987). Two case studies were included in
Stevens’s (1987) article: a deaf teenager of an alcoholic father living with hearing family
members and a deaf teenager of an alcoholic father growing up in a deaf family. Both case
studies revealed that communication accessibility and barriers impacted deaf teenagers and their
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responses to their alcoholic fathers. Overall, this article demonstrated that many deaf or hard of
hearing teenagers have less burden of facing family conflicts in an alcoholic household than
hearing teenagers (Stevens, 1987). Due to a lack of communication accessibility for deaf
teenagers in hearing families, deaf teenagers of alcoholic parents often rely on institutional
systems such as residential schools or vocational rehabilitation services for community support.
This article prompts teachers, staff, and clinicians to be familiar with COAs to provide
appropriate interventions such as psychoeducation for deaf teenagers of alcoholic parents
(Stevens, 1987).
Current Problem: Family Alcoholism and COVID-19
The COVID-19 pandemic has significantly impacted many individuals on various levels
of daily functioning such as isolation, job loss, financial difficulties, school closure, and life
stressors (Şen-Aslan, 2021). Prime et al. (2020) also reported increased relationship conflict in
families due to the pandemic. These negative outcomes from the pandemic reinforce individuals’
use of alcohol as self-medication and a solution to psychological stressors (Sun, Li, et al., 2020).
Stress caused by risk factors such as isolation, unemployment, a lack of human contact during
quarantine, health problems, and others acts like a “gateway drug” to alcohol misuse (Clay &
Parker, 2020). Meanwhile, as more parents misuse alcohol, family violence and child neglect and
abuse increase (Erdim, 2019).
One study of the correlation between the COVID-19 pandemic and addictive behaviors
(internet use, smoking, and alcohol use) revealed that a group of Chinese people (N = 6,416)
reported an increase in these addictive behaviors during the pandemic (Sun, Li, et al., 2020).
Also, people rely on alcohol, smoking, and the internet to cope with their depression, anxiety,
and other mental health symptoms during the COVID-19 pandemic (Alexander & Ward, 2018;
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Qiu et al., 2020). Previous studies have shown that natural disasters reinforce people’s addictive
behaviors (DiMaggio et al., 2009; Lee et al., 2017). In addition to addictive behaviors, the
COVID-19 pandemic and other natural disasters also impact people’s levels of stress, mental
health, and well-being (Alexander et al., 2019; Clay & Parker, 2020). At the conclusion of the
study, the authors suggested that people who are affected by the pandemic have a greater risk of
addictive behaviors, including alcohol misuse (National Institute on Drug Abuse, 2020; Sun,
Bao, et al., 2020).
Around the same time, Clay and Parker (2020) presented a concern about individuals
with alcohol use and misuse during the pandemic. Even apart from the global pandemic, the
authors also proposed alcoholism as a current public health crisis (Clay & Parker, 2020). Based
on a WHO (2018) report, alcohol misuse led to three million deaths throughout the world per
year. The report indicates that the more individuals use alcohol excessively, the higher chance
that alcohol use disorder that may impact their families and children (Clay & Parker, 2020).
Meanwhile, there is the possibility of negative consequences for excessive amounts of drinking
alcohol for the drinkers themselves; for example, impulsivity, including impaired judgment, is a
risk factor during the pandemic (Clay & Parker, 2018). Overall, the discussion of alcohol use and
misuse during the pandemic should be brought to the public health government’s attention and
spread the awareness of risk factors for excessive alcohol misuse (Clay & Parker, 2020).
Resilience
ACOAs’ Resilience
Resilience is essential for stabilizing children’s emotional and mental health (Şen-Aslan,
2021). ACOAs are often associated with resilience, and not all ACOAs have negative outcomes
due to family alcoholism (Palmer, 1997). The longitudinal study of COAs (from birth to age 18)
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indicated that ACOAs are more likely to have high resilience than non-ACOAs (Werner, 1986).
Based on the effects of verbal immediacy in two groups of ACOAs and non-ACOAs, the
hypothesis was supported, and ACOAs are more likely to have a higher resilience in
psychological functioning than non-ACOAs (McCoy & Robbins, 2019). The results supported
the researchers’ hypothesis: ACOAs appeared to manage verbal immediacy and psychological
functioning very well even though no significant differences in verbal immediacy were found
(McCoy & Robbins, 2019).
Based on a study of the theoretical model of resilience capacity, Park and Schepp (2018)
argued that resilience is one of the practical tools that can be used by COAs and ACOAs. In
addition, Park and Schepp (2018) suggested that ACOAs might benefit from enhancing their
resilience and improving their well-being through healthcare interventions (p. 322).
Society-to-Cell Resilience Model
A qualitative study by Park and Schepp (2018) used a theoretical resilience model to
explore the risks and protective factors that affect ACOAs and their adaptability and
development. The society-to-cell resilience model (Szanton & Gill, 2010) was presented in the
qualitative study for assessing ACOAs’ strength at macro and micro levels (Park & Schepp,
2018). The resilience model includes six levels (society, community, family, individual,
physiological, and cellular) for evaluating how family alcoholism impacts children and adults
and their ability to use their strengths (Park & Schepp, 2018). Three parts of resilience are (a)
guarding against adverse effects, (b) recovering from harmful situations, and (c) learning to
bounce back from adversities (Park & Schepp, 2018). The theoretical model of resilience has
shown effectiveness for assessing a spectrum of adaptations between resilience and vulnerability.
The results of Park and Schepp’s (2018) study showed that risk and protective factors strongly
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influence an ACOA’s resilience capacity at four different levels: society, community, family,
and individual (Park & Schepp, 2018). The theoretical model may be helpful for ACOAs to
understand how their adverse experiences in childhood shape their ability to cope with trauma
symptoms and recognize their strengths as resilience.
The theoretical model of resilience allows for the conceptualization of resilience as fluid
for individuals with complex trauma or vulnerability (Park & Schepp, 2018). Researchers and
mental health professionals can develop more interventions by focusing on strengths from
protective factors and reducing risk factors for the ACOA population. Along with the society-tocell resilience model, a holistic approach is suggested for spreading family alcoholism and
ACOA awareness and education in communities (Park & Schepp, 2018). However, there are a
few limitations of using the theoretical model of resilience for assessing ACOAs’ resilience. Park
and Schepp (2018) were concerned that the interview outcomes of some participants who were
knowledgeable about ACOA issues due to education were based on their proficiency and not
their transparent and authentic experiences (p. 322).
Resilience and Attachment
Preliminary research studies have been produced surrounding resilience and attachment
disruption within diverse groups and along a spectrum of attachment disruptions. Based on the
narratives of Hauser and Allen’s experiences in overcoming challenges, it is evident that
examining attachment styles is necessary for recognizing mental health issues and resilience
(Gerber, 2007). Previous studies have shown that individuals’ development of resilience heavily
relies on their attachment styles, including complications in their attachment styles. Researchers
have argued that resilience plays a significant role in developing attachment styles and long-term
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relationships despite the spectrum of parenting styles (Luthar et al., 2000; Luthar & Zelazo,
2003).
People who did not have a secure attachment figure as a child are more likely to develop
a mental or behavioral disorder, though some people can work through complications of
attachment (Bowlby, 1980). However, Bowlby (1973) argued that people’s attachment styles are
carried out through over decades of life. In the early decades of life, infants and young children
depend on their primary caregiver for comfort and security when they experience fears and face
external challenges (Shibue & Kasai, 2014). Also, Bowlby (1973) focused on the critical
relationship between a young child and a caregiver that develops the child’s internal working
model. The internal working model has two parts in a young child’s development: the world and
the self (Bowlby, 1973; Shibue & Kasai, 2014). The internal working model of the world is
defined by children’s perspective of attachment figures, and they depend on people that are
similar to those from their childhood for support and comfort (Shibue & Kasai, 2014). The
internal working model of the self reflects children’s understanding of being accepted or not
accepted by others based on their relationships with a primary caregiver (Bowlby, 1973).
Some researchers have advocated that some people who did not have a secure attachment
with their primary caregivers can reconstruct their attachment styles through earned security
(Pearson et al., 1994). For example, one significant study on the relationship between
attachment, resilience, and earned security in a group of Japanese college students indicated that
attachment issues, specifically wounded or insecure attachment, can be healed through earned
security with the support of resilience (Shibue & Kasai, 2014). Many people have significant
people other than their parents such as grandparents or mentors that build their earned secure
attachments (Shibue & Kasai, 2014). Furthermore, earned secure attachment has been examined
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using the Naikan scale (Aihara & Kasai, 2012). Naikan refers to people’s self-reflection and how
they view themselves and their relationships (Krech, 2002).
Shibue and Kasai (2014) also supported the idea that people can have earned secure
attachment and build their resilience for overcoming challenges. Also, people with high
resilience can receive affection and encouragement from others even though they have anxious
or avoidant attachment (Shibue & Kasai, 2014). Moreover, Shibue and Kasai (2014) emphasized
that resilience is an essential contribution to attachment styles. Insecure attachment styles can be
restored when resilience is built through individuals’ earned security through healthy and
positive relationships with others (Shibue & Kasai, 2014). Research studies on resilience have
become more frequent, and more interventions are suggested for enabling individuals to build
resilience for overcoming adversity (Luthar, 2006; Rutter, 1993).
Self-Compassion
Self-compassion focuses on individuals’ inward wellness when experiencing suffering
and facing difficult circumstances (Duarte et al., 2016). The idea of self-compassion was
borrowed from Buddhist philosophy, and the practice of self-compassion is still developing in
counseling and psychotherapy (Neff, 2003a). Buddhist psychology emphasizes the importance of
having a solid self-understanding and developing a self-concept, which focuses on a construct of
self-compassion (Bennett-Goleman, 2001; Brown, 1999; Hanh, 1997; Kornfield, 1993; Salzberg,
1997). Self-compassion and compassion have common grounds because both focus on the
thoughtfulness of self and others (Neff, 2003a). Goldstein and Kornfield (1987) clarified that
self-compassion and self-pity are different, as self-pity enables over-identification and a
subjective perspective. Self-compassion helps individuals feel connected with others, while self-
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pity leads individuals to be isolated because it increases suffering (Bennett-Goleman, 2001; Neff,
2003a).
Practicing self-compassion prompts individuals to use more positive self-talk and reduce
self-criticism (Braehler & Neff, 2020). Many individuals face daily life challenges and personal
struggles, and self-compassion helps them accept their flaws, suffering, and weaknesses
(Braehler & Neff, 2020). Self-compassion has two parts: darkness and light, conceptually like a
yin and yang (Germer & Neff, 2019; Neff, 2018; Neff & Germer, 2018). Individuals have to
experience negative thoughts or feelings to be self-compassionate (Braehler & Neff, 2020). The
dark part of self-compassion (the experience of negative thoughts and feelings) allows
individuals to strengthen their coping skills and persistence (Braehler & Neff, 2020). Braehler
and Neff (2020) theorized that self-compassion helps individuals improve their well-being and
wellness by understanding two parts (negative and positive experiences) of self-compassion.
Self-compassion has six components: self-kindness versus self-judgment, common
humanity versus isolation, and mindfulness versus overidentification, and the six components are
discussed in this section (Braehler & Neff, 2020). Some studies on self-compassion’s association
with resilience are explored in this section.
Self-Kindness
Neff (2003b; Neff et al., 2018) described self-compassion as kindness and gentleness
toward oneself. Self-kindness is strongly associated with self-compassion because self-kindness
helps individuals be open more about themselves, embrace humanity, and soften self-criticism
(Braehler & Neff, 2020). Self-kindness encourages people to practice kindness and grace toward
others when they struggle or suffer and provide extra support and positive affirmations for others
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during such circumstances (Braehler & Neff, 2020). People learn how to soften and nurture
themselves with prompts of self-kindness (Germer & Neff, 2013).
Self-Judgment
Many people struggle with practicing self-kindness because they often criticize
themselves (Germer & Neff, 2013). Generally, people judge and criticize themselves and they
more compassionate for others than themselves (Neff, 2003a). Germer and Neff (2013)
explained that when people face life stressors, they often do not take time to provide compassion
and sympathy for themselves (p. 856). Braehler and Neff (2020) discussed that many people
have a hard time being kind to themselves, instead criticizing themselves with harsh words (p.
568). People can learn to reduce criticizing or blaming themselves through self-kindness
(Shattell & Johnson, 2018).
Common Humanity
Understanding common humanity helps people acknowledge that they are not alone
when facing their struggles, challenges, and suffering and that there is no such thing as having a
perfect life (Germer & Neff, 2013). Self-compassion, specifically common humanity, gently
reminds people to remember that struggles, challenges, and sufferings are normal (Germer &
Neff, 2013). When people connect with others, self-compassion reminds them that everyone
experiences pain and suffering (Neff, 2011). People feel less isolated when expanding their
understanding of shared humanity and responding to life stressors with self-compassion (Germer
& Neff, 2013).
Isolation
When people deal with their struggles and failures, they often isolate themselves because
they feel they are the only ones who have problems or believe something is wrong with them
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(Germer & Neff, 2013). People often assume that they have flaws and separate themselves from
others (Germer & Neff, 2013). When people face negative emotions such as guilt or shame, it
can be difficult for them to focus on shared humanity, thereby narrowing their understanding of
their struggles and failures (Neff, 2011). Without common humanity, people can allow
themselves to feel unworthy and incapable (Neff, 2011). Isolation is one of the significant risks
of mental health problems, and self-compassion prompts people to see a bigger picture of shared
human experiences, including struggles and failures (Neff, 2011).
Mindfulness
Mindfulness, one of the three components of self-compassion, prompts people to accept
themselves unconditionally and focus on the present time (Neff, 2011). Neff (2011) describes
mindfulness as a concept of megacognition, as it happens in the here and now (p. 86).
Mindfulness gently reminds people that they cannot control what happened in the past and what
will happen in the future, and it allows them to be aware of their current thoughts. Practicing
mindfulness helps people take a step back and broaden their perspectives of what is happening in
the present (Neff, 2011). Mindfulness provides a safe space for processing difficult emotions and
distress and prompts insight and understanding of struggles and failures (Baer, 2003). Overall,
mindfulness is an effective coping tool for people to monitor their thoughts and feelings,
reminding them they do not have to believe everything they think or feel (Neff, 2011).
Overidentification
Overidentification contrasts with mindfulness, allowing people to get lost in a cloud of
emotions that takes away from the present moment (Neff, 2011). Overidentification is associated
with distress surrounding individuals’ identities and self-worth (Germer & Neff, 2013). When
people face challenging situations due to inevitable circumstances, they may allow themselves to
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be ensnared by their negative thoughts or emotions (Braehler & Neff, 2020). Without
mindfulness interventions, people may overly identify themselves with their emotions and
reactions regarding what happens to them (Braehler & Neff, 2020). Additionally,
overidentification enables people to narrow their perspectives of their circumstances and
sufferings (Nolen-Hoeksema, 1991). Mindfulness helps people diminish their negative thoughts
and allows them to experience emotions in the present time (Raab, 2014). Also, mindfulness
soothes amygdala reactions and therefore helps reduce overreactions and improves focus on
sensations in the present (Neff, 2011).
Self-Compassion and Trauma
There are few research studies on self-compassion associated with PTSD because this
topic is still developing (Braehler & Neff, 2020). PTSD symptoms, as shown in the DSM-5,
include intrusive thoughts, hypersensitivity to triggers, avoidance of reminders of the traumatic
event, flashbacks, concentration difficulties, and sleep disturbances (American Psychiatric
Association, 2013). Neff (2011) emphasized that many people experience life challenges and
inevitable extreme suffering (p. 123), and some may develop PTSD due to these circumstances.
Neff (2011) highlighted that avoidance as a significant PTSD symptom, and individuals with
PTSD are more likely to repress their intense emotions regarding traumatic events (p. 124).
Repressed emotions worsen if individuals do not allow themselves to experience their difficult
emotions. According to Neff’s (2011) research on self-compassion and PTSD, self-compassion
prompts individuals with PTSD to understand that heavy and difficult feelings will pass when
they learn how to experience their emotions (pp. 124–125).
Thompson and Waltz (2008) investigated self-compassion and how it can help
individuals with posttraumatic stress symptoms. The researchers predicted that individuals who
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meet the criteria of PTSD or have severe trauma symptoms are more likely to practice selfcriticism with a lack of self-compassion. Their results showed that self-compassion negatively
correlates with avoidance symptoms (Thompson & Waltz, 2008). The researchers recognized
some limitations in this study. For example, the correlation between self-compassion and
individuals with posttraumatic stress symptoms or PTSD appeared to be generalized in areas of
trauma. The study prompts researchers and clinicians to utilize self-compassion in clinical
interventions and treatment goals (Thompson & Waltz, 2008).
Similarly, ACOA trauma syndrome is an effect of parental alcoholism on children and
how those children react to their emotional pain from childhood trauma when they reach
adulthood (Dayton, 2012). ACOA trauma syndrome falls under the category of trauma, and the
severity of the disorder depends on individuals’ childhood experiences in alcoholic households
and their levels of resilience (Anda et al., 2006). Like individuals who have experienced other
forms of trauma, many ACOAs learned to repress their feelings and did not know how to
identify and cope with their emotions in their childhood (Anda et al., 2006). When a situation or
circumstance triggers an ACOA, the ACOA can become stuck in a different time and revisit old
childhood feelings if issues have not been worked through with help from others (Dayton, 2012).
Dayton (2012) explained an analogy between ACOAs and Vietnam veterans, many of whom
experienced psychological injuries (p. 12). Both groups had no control over adverse
circumstances, and they could not express their emotions when they were stuck in those
circumstances (Dayton, 2012). ACOAs may revisit their old emotional pain when they are in
intimate relationships that have similarities with their early relationships with their primary
caregivers (Dayton, 2012). Identifying triggers can help ACOAs understand how old emotional
pain affects their reactions to current situations or circumstances (Dayton, 2012).
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Matos et al. (2017) explained that childhood memories significantly influence in adults.
For example, adults with PTSD often have few positive memories and carry shame with them
throughout the years. As a result, they may struggle with practicing compassion for themselves
and others (Matos et al., 2017).
In addition to Neff’s research on self-compassion and PTSD, Braehler and Neff (2020)
offered a few case studies regarding clients’ treatment goals in self-compassion. Therapists and
clinicians can provide modeling for their clients by practicing self-compassion and
psychoeducation in self-compassion. Self-compassion is a transformative approach for many
individuals with PTSD, especially ACOAs with complex trauma (Neff, 2011).
Self-Compassion and Attachment
The development of self-compassion has been strongly correlated with individuals’ early
attachment with their primary caregivers (Gilbert, 2005; Neff & McGehee, 2010). The ability of
an individual to practice self-compassion depends on the attachment style they developed in
early childhood (Mackintosh et al., 2018). Self-compassion prompts individuals to comfort
themselves with self-kindness when facing a stressful situation or adverse circumstance (Gilbert,
2005, 2009). Gilbert (2010) argued that children with negative attachment experiences from a
stressful environment are more likely to feel insecure with themselves and others and have
underdeveloped compassion skills. Meanwhile, parents and caregivers need to provide a stable
and secure attachment for their children so their self-soothing skills will develop over time
(Gillath et al., 2005)
Braehler and Neff (2020) discussed several aspects of self-compassion that correlate with
attachment styles. Individuals’ early relationships with their primary caretakers determine how
they respond to therapists and other helping professionals when they need help (Braehler & Neff,
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2020). Individuals with a secure attachment are more likely to receive support from a therapist or
other helping professionals. Further, accepting help from others mirrors self-compassion.
Individuals are more likely to practice self-compassion when their emotional needs are met
(Braehler & Neff, 2020).
Individuals with an anxious attachment style may feel like they need to rely on others for
ongoing emotional support and guidance (Braehler & Neff, 2020). Also, they may feel anxious
when they need to rely on themselves (Braehler & Neff, 2020). Practicing self-compassion may
be challenging for those with an anxious attachment style because they may need encouragement
and validation from a therapist or other helping professional (Braehler & Neff, 2020). Ongoing
support, including words of affirmation, can help individuals with an anxious attachment style to
build up their confidence with self-compassion skills (Braehler & Neff, 2020).
In contrast, individuals with a dismissive-avoidant attachment style heavily rely on
themselves, and they are less likely to seek help from others. They do not rely on others because
they are terrified of being abandoned (Braehler & Neff, 2020). Braehler and Neff (2020)
suggested that therapists and other mental health professionals validate individuals who cope
well with difficulties without getting help from others so they can build therapeutic rapport with
them (p. 579). Therapists need to be sensitive toward such people without becoming a parent
figure (transference; Braehler & Neff, 2020). Individuals with dismissive-avoidant attachment
can also learn to utilize self-compassion through modeling from the therapist (Braehler & Neff,
2020).
Individuals with a fearful-avoidant attachment style lack in themselves and others
(Braehler & Neff, 2020). Fearful-avoidant attachment tendencies include emotional distress,
dissociation, uncertainty, and depression (Braehler & Neff, 2020). Individuals with a fearful-
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avoidant attachment style are more likely to have childhood trauma, including different kinds of
abuse (Van Ijzendoorn et al., 1999). Those who have experienced childhood trauma may resist
receiving help from others (Braehler & Neff, 2020). A therapist may want to provide a safe
place, characterized by patience, flexibility, and a harmonious relationship, for individuals with a
fearful-avoidant attachment style (Braehler & Neff, 2020).
In summary, individuals with anxious or avoidant attachment styles can benefit from
psychoeducation, specifically on self-compassion. Similarly, ACOAs often have anxious or
avoidant attachment styles, and they demonstrate more anxious and avoidant behaviors in
intimate and close relationships (Kelley et al., 2005). It is critical for therapists and other helping
professionals to examine their ACOAs’ family history and attachment styles to better understand
how they perceive themselves. Therapists may find it effective to model their ability to
demonstrate self-compassion in therapy sessions.
Self-Compassion and Resilience
Self-compassion is an excellent approach for coping with various emotions and building
resilience (Neff, 2011). Individuals with high self-compassion tend to have a greater positive
outlook on life, higher quality of life, fewer depression and anxiety symptoms, and more coping
strategies for unfavorable circumstances (Leary et al., 2007; Neff, 2003b; Neff et al., 2005; Neff,
Kirkpatrick, & Rude, 2007; Terry et al., 2013; Van Dam et al., 2011). Neff (2011) elucidated that
self-compassion prompts individuals to learn how to manage emotions (p. 109). Previous
research has shown that self-compassion helps individuals to strengthen their resilience, and
individuals with solid resilience are more likely to cope well with mental health symptoms
(Raab, 2014). When individuals have developed their resilience, they can connect with people
better, experience happiness, and improve their quality of life (Raab, 2014). As shown in
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literature studies, self-compassion mediates individuals’ resilience levels (Germer & Neff, 2013).
For example, Leary et al. (2007) examined a group of undergraduates and their circumstances
(e.g., adverse situations, failure, and academic struggles) and their responses in relation to their
self-compassion. The undergraduates reported less intense emotion when they had high selfcompassion, including megacognitions and the ability to put their negative experiences in a
different light (Germer & Neff, 2013; Leary et al., 2007).
Self-Compassion Limitations
There is not much research targeting the limitations of self-compassion associated with
PTSD because this topic is still developing (Braehler & Neff, 2020). Generally, many literature
studies regarding self-compassion discuss numerous benefits of practicing self-compassion. In
contrast, a few research studies noted some limitations of using self-compassion in response to
trauma.
One of the few research studies on this subject indicated that some people resist selfcompassion for various reasons, even though previous studies have shown that self-compassion
has benefits for enhancing psychological and social well-being (Neff, 2009; Robinson et al.,
2016). Some people perceive self-compassion as self-pity, and they believe that it weakens their
responsibility for their problems or issues (Gilbert et al., 2011; Gilbert & Procter, 2006).
Interestingly, the motivational speaker Zig Ziglar argued that people should develop their
strength and resilience to handle their situations or circumstances in easier ways (Robinson et al.,
2016). Also, some people view self-compassion as self-centered or selfish, while others believe
that self-compassion is a gateway to narcissism (Neff, 2003b; Robinson et al., 2016). Robinson
et al. (2016) argued that it is essential for people to have an in-depth understanding of the
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meaning of self-compassion so they can realize that self-compassion is a humanistic approach
toward themselves and others.
Robinson et al. (2016) discussed the difference between terminal and instrumental values.
Terminal values emphasize one’s success and achievements, while instrumental values focus on
the meaning of achieving one’s goals and being loved (Robinson et al., 2016). However, one’s
values are shaped by their beliefs and attitudes toward anticipating and achieving goals
(Rokeach, 1973). Some people believe that self-compassion would conflict with their values
because their belief system favors stoicism (Robinson et al., 2016). At the same time, some
people view accountability as necessary as stoicism, and self-compassion as a contrast with
personal responsibility (Robinson et al., 2016).
In sum, Gilbert et al. (2011) explained that people do not agree with self-compassion
because they view it as vulnerability or a threat. Many of these individuals did not have a
nurturing and secure relationship with significant people in the past (Gilbert et al., 2011). The
benefits of practicing self-compassion may be vague for some people who experience contempt
from others (Robinson et al., 2016). Also, many are concerned that others would view them as
lacking responsibility or self-discipline if they were to use self-compassion (Robinson et al.,
2016). In doing so, they view themselves, and their self-worth on the basis of what others think
of them (Leary et al., 2007). Further studies on the beliefs and values tied to self-compassion and
compassion for others have been recommended (Robinson et al., 2016).
Multicultural Aspects of Self-Compassion
Gottlieb and Shibusawa (2020) conducted a quantitative study on the role of selfcompassion in cultural competence. The researchers used the Self-Compassion Scale (SCS) and
the Multicultural Counseling Inventory to analyze the relationship between self-compassion and
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cultural competence (Gottlieb & Shibusawa, 2020). The findings indicated that individuals with
high self-compassion were more likely to have higher cultural competence (Gottlieb &
Shibusawa, 2020). Implications for clinicians and researchers who work with ACOAs with
diverse backgrounds will be discussed in Chapter Five.
Self-Compassion Strengths: ACOA
No studies on a relationship between growing up in an alcoholic home and selfcompassion have been conducted. Previous studies on self-compassion associated with PTSD
and complex trauma revealed benefits of the use of self-compassion. Neff (2011) wrote an article
about self-compassion and individuals with PTSD, and she explained that self-compassion is a
transformative lifestyle choice for many individuals with PTSD. These results are applicable for
those with ACOA trauma syndrome because ACOA trauma syndrome falls under the umbrella
of PTSD or complex trauma (Anda et al., 2006). Germer and Neff (2015) described three PTSD
symptoms (arousal, avoidance, and instrusive thoughts) linked to trauma survivors’ reactions to
stress or adverse circumstances (p. 45). Without intervention, trauma survivors may criticize
themselves, disconnect from others, and overidentify with negative thoughts and emotions when
they experience internal stress (Germer & Neff, 2015). Self-compassion softens self-criticism,
self-isolation, and self-absorption. Table 2.1 indicates that trauma survivors experience arousal
when encountering a trigger or a stressful situation; then, they avoid reaching out to others if
they need support (Germer & Neff, 2015). Afterward, they experience intrusive thoughts that
lead to self-criticism, and the cycle of stress response continues if they do not learn alternative
responses such as self-compassion. Self-compassion allows trauma survivors to filter their
intrusive thoughts and connect with their vulnerable feelings (Germer & Neff, 2015). The
information in Table 2.1 applies to ACOAs with trauma symptoms due to parental alcoholism.
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Table 2.1
Stress Response, PTSD, and Self-Compassion
Stress response
Self-compassionate
Stress Response
turned inward
PTSD symptom
response
Fight
Self-criticism
Arousal
Self-kindness
Flight
Self-isolation
Avoidance
Common humanity
Freeze
Self-absorption
Intrusions
Mindfulness
Note. This figure indicates three parts of the stress response, PTSD, and self-compassion
(Germer & Neff, 2015).
Practicing self-compassion is like removing an emotional bandage: it feels painful for a
while. Once self-compassion becomes a habit, however, it helps ACOAs deepen their emotional
resilience and develop connections with others. Self-compassion allows ACOAs to acknowledge
their painful childhood experiences and soothe their emotions. Self-compassion prompts trauma
survivors to understand that suffering is part of humanity, and they can learn to show compassion
toward others (Dalai Lama, 1995).
In addition, counselors and therapists can help their clients practice self-compassion for
their emotions and strengthen their resilience in and outside therapy sessions (Germer & Neff,
2015). Overall, this study of self-compassion and trauma survivors prompts counselors and
therapists to understand better trauma survivors’ stress responses and how self-compassion can
assist them in processing their trauma and soothing their emotions (Germer & Neff, 2015). Also,
the present study suggested that ACOAs may benefit from using self-compassion with help from
counselors and therapists.
Self-Compassion Limitations: ACOA
Self-compassion is relatively new in counseling, and the practice is still developing
(Braehler & Neff, 2020). It may be unfamiliar for many ACOAs because they may be
accustomed to traditional approaches such as online ACA meetings and Tony A.’s 12 Steps since
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the late 1970s (ACA, 2006). The ACA cofounder, Tony A., presented a list of 14 ACOA traits,
known as the Laundry List (ACA, 2006). The Laundry List describes how ACOAs react to
circumstances and others with a lack of self-confidence and fear of abandonment (ACA, 2006).
This list may help ACOAs understand how parental alcoholism affects them in adulthood, and it
may be discouraging for them to change their perception of themselves. For example, Germer
and Neff (2013) explained that overidentification refers to the distress that merges one’s
identities and self-worth. ACOAs would believe that their experiences of living in an alcoholic
household define who they are, and they may be clouded with negative thoughts or emotions
(Braehler & Neff, 2020). This discussion suggests that counselors and therapists should provide
psychoeducation to help ACOAs understand how parental alcoholism affected them and that
they are not alone. Also, it is crucial for counselors and therapists to build therapeutic rapport
with their ACOA clients before introducing self-compassion to them.
Chapter Summary
There are a few studies on ACOA and holistic approaches. ACOAs’ issues have often
been overlooked between the early 1970s and the present. Generally, ACOAs seek traditional
treatments such as ACA 12 Step group meetings and mental health services. More treatment
options, including holistic approaches, are suggested. ACOA traits are quite common, and many
studies emphasize that ACOAs are not homogeneous. Different aspects of ACOAs and their
multicultural backgrounds were explored in this chapter. No studies on ACOAs and selfcompassion were found, even though a few studies on self-compassion include PTSD and
general trauma symptoms. The next chapter will discuss the research purpose, research questions
and hypotheses, methods, and procedures.
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CHAPTER THREE: METHODS
Research Purpose
This study intends to assess the role of self-compassion in ACOAs and their levels of
resilience. It also examines how self-compassion affects their levels of resilience. According to
numerous studies on ACOAs, ACOAs have heterogeneous traits, with trait severity dependent
upon alcohol consumption the family household and their relationships with their parents or
caregivers in childhood. Three common ACOA traits, depression, anxiety, and attachment
disruption, can be modified depending on ACOAs’ levels of resilience. Due to the heterogeneity
of ACOAs, self-compassion may not be practical for all ACOAs. Varied responses to
instruments by participants are expected. This study suggests that researchers, clinicians, and
helping professionals offer more holistic and alternative treatment options for ACOAs.
Research Questions and Hypotheses
This present study hypothesizes that ACOAs have lower self-compassion than nonACOAs. Also, Palmer (1997) discussed that the degree to which ACOAs use their resilience
depends on how much family alcoholism impacted ACOAs; not all ACOAs were affected by
family alcoholism. Some research studies indicate that ACOAs are more likely to have higher
resilience in psychological functioning than non-ACOAs (McCoy & Robbins, 2019). ACOAs
may need to practice self-compassion even though their levels of resilience may be increased
over time. For example, in their analysis of self-compassion and PTSD, Braehler and Neff
(2020) hypothesized that self-compassion helps individuals improve their well-being and
wellness through its two aspects: darkness and light.
Individuals must experience negative thoughts or feelings to have the opportunity to be
self-compassionate (Braehler & Neff, 2020). This study suggests that self-compassion allows
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ACOAs to strengthen their resilience and coping skills for managing depression, anxiety, and
attachment disruption. It also prompts ACOAs to find a balance between resilience and selfcompassion when facing challenging situations or circumstances. The hypotheses for this study
are as follows.
Hypothesis 1a: CAST-6 scores are positively related to resilience.
Hypothesis 1b: Resilience is negatively related to depression.
Hypothesis 1c: Resilience is negatively related to anxiety.
Hypothesis 1d: Resilience is negatively related to attachment disruption.
Hypothesis 1e: CAST-6 scores are positively related to depression.
Hypothesis 1f: CAST-6 scores are positively related to anxiety.
Hypothesis 1g: CAST-6 scores are positively related to attachment disruption.
Hypothesis 2a: The relationship between CAST-6 scores and depression is mediated by
resilience.
Hypothesis 2b: The relationship between CAST-6 scores and anxiety is mediated by
resilience.
Hypothesis 2c: The relationship between CAST-6 scores and attachment disruption is
mediated by resilience.
Hypothesis 3a: Self-compassion is negatively related to CAST-6 scores.
Hypothesis 3b: Self-compassion is positively related to resilience.
Hypothesis 3c: Self-compassion is negatively related to depression.
Hypothesis 3d: Self-compassion is negatively related to anxiety.
Hypothesis 3e: Self-compassion is negatively related to attachment disruption.
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Hypothesis 4a: The mediated relationship between CAST-6 scores and depression is
strengthened at a lower level of self-compassion.
Hypothesis 4b: The mediated relationship between CAST-6 scores and anxiety is
strengthened at a lower levels of self-compassion.
Hypothesis 4c: The mediated relationship between CAST-6 scores and attachment
disruption is strengthened at lower levels of self-compassion.
The Quantitative Paradigm
As an objective observer, this researcher chose a quantitative method that supports
positivism (Terrell, 2016). This researcher holds traditional beliefs regarding the use of
numerical methods in general studies. The purpose for using these methods is to obtain empirical
results and avoid a biased view of the utilization of self-compassion in ACOAs. Quantitative
research is appropriate for analyzing the relationships among the variables in this study.
Research Design
The correlational design of this study is used to facilitate discussion of the research
questions and hypotheses. Interventions and treatments are not included in this study, and this
study is nonexperimental because ACOAs are heterogeneous and the practice of self-compassion
may not be suitable for all ACOAs, as discussed in the literature review. The first research
question investigates a possible correlation between ACOAs and three variables: depression,
anxiety, and attachment disruption. Two scales, the Depression Anxiety Stress Scale-21 (DASS21; Lovibond & Lovibond, 1995) and the Experiences in Close Relationships-Relationship
Structures Scale (ECR-RS; Fraley et al., 2000), examine positive and negative effects between
ACOAs and depression, anxiety, and attachment disruption. The SCS (Neff, 2003a) measures
self-compassion that has an effect on ACOAs and their levels of resilience using the Brief
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Resilience Scale (BRS; Smith et al., 2008). The BRS mediates ACOAs’ development of the
three variables. ACOAs’ levels of resilience may be modified based on the role of selfcompassion in their lives, as assessed by the SCS.
Variables
The independent variable is the screening procedure, the CAST-6, which determines if
the criteria for ACOA are met. A person is considered to be an ACOA if they answer yes to three
or more questions on the CAST-6 (Hodgins et al., 1993). The mediator variable is resilience as
impacted by scores on the CAST-6 and three variables: depression, anxiety, and attachment
disruption. The goal of the moderator variable (interaction effect) is to assess the degree to which
self-compassion that affects the mediator variable (resilience) and the three variables: depression,
anxiety, and attachment disruption.
Instrumentation
Participants
MTurk was used for recruiting participants age 18 and older. Participants were asked to
provide demographic information, including age, gender, race, ethnicity, hearing status,
disabilities, sex attraction, levels of education, employment status, current earnings, and
religious/spiritual beliefs.
Children of Alcoholics Screening Test
The CAST-6 is a short version of the Children of Alcoholics Screening Test (CAST;
Jones, 1981) and is a well-known assessment for ACOAs (Hodgins et al., 1993). The original
CAST instrument was modified based on a study using three groups of adult samples: outpatients
with substance use disorder, outpatients at a clinical setting, and medical students (Jones, 1983).
A principal components analysis was conducted on the CAST to target patients and medical
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students (Hodgins et al., 1993). The CAST-6 (short version) and the entire CAST were compared
and examined for strengths and limitations for screening ACOAs (Hodgins et al., 1993).
The CAST is a 30-item questionnaire for screening children of alcoholic parents or
caregivers or those affected by alcoholism (Jones, 1983). The validity and reliability of the
CAST (Jones, 1991) were revisited and reviewed by researchers (Charland & Côté, 1998). The
CAST has held an excellent reputation since it was developed and is now in its fifth edition
(Hart, 1989; Maxwell, 1985; Schinke, 1989; Stacey, 1985). Maxwell (1985) emphasized the
importance of revisiting the validity and reliability of the CAST over time. The results of the
study on validity and reliability of the CAST indicated that the CAST has high reliability and
validity for mental health professionals and researchers to use to screen ACOAs (Charland &
Côté, 1998).
Hodgins et al. (1993) argued that the original CAST is not suitable for all COAs (p. 337).
In addition, due to differences among alcoholic households, the CAST may be too unmanageable
or unreliable for clinical researchers to use for identifying ACOAs (Hodgins et al., 1993). The
utilization of the CAST in a six-item short form was found to have solid validity for screening
COAs. Hodgins et al. (1993) expressed concern that the CAST-6 did not contain enough
information to have validity in assessing ACOAs. The difficulty in fully validating an ACOA
identity is needed to be addressed (Hodgins et al., 1993). However, the CAST-6 has high internal
reliability (a ³ 0.86–0.92), including solid concurrent validity (r = 0.93), consistent with the
original CAST (Hodgins et al., 1993; Hodgins & Shimp, 1995). The CAST-6 indicates
effectiveness for screening ACOAs from various backgrounds, and it allows clinical researchers
to focus on in-depth ACOA information (Hodgins et al., 1993).
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Depression Anxiety Stress Scale-21 (DASS-21)
The Depression Anxiety Stress Scales (DASS) consist of 42 items that measure
depression, anxiety, and stress (Lovibond & Lovibond, 1995). Lovibond and Lovibond (1995)
abridged the DASS into a 21-item version (DASS-21). The DASS-21 focuses on three
components (depression, anxiety, and stress) in adults (Lovibond & Lovibond, 1995). Each item
is rated on a 4-point Likert-type scale (Lyvers et al., 2019). The DASS-21 contains seven items
each for depression, anxiety, and stress (Lyvers et al., 2019). Five studies have examined the
construct validity of the original DASS and the DASS-21 (Antony et al., 1998; Brown et al.,
1997; Clara et al., 2001; Crawford & Henry, 2003; Lovibond & Lovibond, 1995). The results of
these studies indicated that validity of the DASS-21 is close to the DASS (Henry & Crawford,
2005). In addition, the DASS-21 scales have good reliability (a ³ .88 for Depression, a ³ .82 for
Anxiety, a ³ .90 for Stress, and a ³ .93 total; Henry & Crawford, 2005).
According the DASS-21, approximately 35.3% of young ACOAs in the study had
depression and anxiety (Hebbani et al., 2018). The study results indicated that one third of young
ACOAs from south India reported that they were strongly affected by their parents ‘ alcoholism
(Hebbani et al., 2018). Also, Lyvers et al. (2019) utilized the DASS-21 and CAST for examining
ACOA college students with traits of alexithymia, impulsivity, and sensitivity. The sample used
in this study indicated excellent internal consistency (a ³ .95). The study results revealed that
CAST scores correlate well with the DASS-21, with a p value of 0.30. Overall, the study results
suggested that ACOA college students are more likely to have high levels of negative mood
(e.g., depression), alexithymia, impulsivity, and sensitivity (Lyvers et al., 2019).
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The Experiences in Close Relationships Scale (ECR)
The ECR-RS (Fraley et al., 2000) examines attachment styles in four different
relationships: father, mother, best friend, and romantic partner (Fraley et al., 2011). The ECR-RS
has solid reliability based on more than 21,000 participants who completed self-report measures
of adult attachment. The ECR-RS consists of nine items that target attachment in four different
relationships (father, mother, best friend, and romantic partner) for a total of 36 items. The ECRRS measures has three components: satisfaction, commitment, and investment. Also, the ECRRS measures parallel with the Big Five personality traits (Fraley et al., 2011).
Historically, self-report adult attachment scales have assessed three types of early
childhood attachment: secure, anxious, and avoidant (Ainsworth et al., 1978; Hazan & Shaver,
1987). Adult attachment plays a significant role in various research studies focused on the
helping professions (e.g., psychology, counseling, and life span development; Wei et al., 2007).
Currently, most instruments relating to adult attachment focus on two components: anxiety and
avoidance (Mikulincer et al., 2003). Attachment anxiety is associated with an individual’s fear of
being socially rejected or abandoned (Wei et al., 2007). Individuals with attachment anxiety
often seek external validation from others. Attachment avoidance is related to an individual’s
fear of being close to others, especially in intimate relationships. Individuals with attachment
avoidance are more likely to rely on themselves and avoid sharing much information about
themselves with others (Wei et al., 2007).
Consistently, the ECR has shown excellent internal consistency (a ³ .91 and .94),
specifically in its anxiety and avoidance components (Brennan et al., 1998). However, the ECR
has some limitations. For example, the full 36-item ECR can be an issue for some research
studies due to the different age groups and the time it takes to administer. (Wei et al., 2007). Wei
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et al. (2007) suggested a short version of the ECR to facilitate the complexity of research results
and prompt participants’ motivation to answer the questions.
One of the six studies with undergraduate students (N = 851) determined the seven items
that would be included on the short version of the ECR (Wei et al., 2007). Each item on the ECR
uses a seven-point Likert scale. The results of the first study on the avoidance subscale showed
that six items had a total correlation between .62 to .68, which meant they were selected for the
short version of ECR. The total correlations of six selected items on the anxiety subscale
indicated .52 and higher. The correlation coefficient between anxiety and avoidance subscales
indicated weak or no association (r = .19 for the short version of the ECR; r = .17 for the full
version of the ECR). Over a total of six studies, the findings revealed no significant differences
in anxiety or avoidance subscales between the full ECR and the ECR-SF (Wei et al., 2007).
As discussed, there are some limitations of utilizing the ECR and ECR-SF (Wei et al.,
2007). Wei et al. (2007) addressed bias in the discussion regarding the ECR, and the researchers
selected some numbers of items for the ECR-SF. The findings related to ethnic groups that were
assessed by the ECR and the ECR-SF appeared to be similar. The researchers suggested
replication for the ethnic groups only, especially different ages and languages. Overall, the study
of the ECR and the ECR-SF, including reliability, validity, and factor structure, manifested that
the ECR-SF is equally reliable as the full version of the ECR (Wei et al., 2007).
Brief Resilience Scale (BRS)
The number of research studies on resilience has been increasing, and the number of
available instruments for measuring resilience has also increased (Ahern et al., 2006; Charney,
2004; Masten, 2001). Smith et al. (2008) developed the six-item BRS to shorten an extended
version of a resilience scale. The six items of BRS assess personal characteristics, social
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relations, coping skills, and health-related outcomes (Smith et al., 2008). Ahern et al. (2006)
investigated previous resilience measures, and the researchers formulated the BRS for assessing
six primary components of resilience (Ahern et al., 2006). The purpose of utilizing the BRS is to
examine individuals’ resilience and their responses to different stress factors and challenging
circumstances in their lives (Smith et al., 2008). Also, the BRS measures individuals’ ability to
bounce back and maintain adjustments after they face stress or difficult circumstances. Smith et
al. (2008) suggested a short scale of only a few items to assess individuals’ abilities to bounce
back and cope with stress rather than all the characteristics of resilience. The BRS was piloted
using four samples: 128 undergraduate students, 64 undergraduate students, 112 patients with
cardiac conditions, and 50 women with a range of health conditions. Other measures assessing
resilience were also conducted to examine the correlations with the BRS. The zero-order
correlations indicated that the BRS scores have a positive correlation with optimisim and social
support. In contrast, the BRS scores negatively correlate with health issues, including anxiety,
depression, and other symptoms (Smith et al., 2008). The BRS has good internal consistency (a
³ .80–.91). Smith et al. (2008) discussed a few suggestions for utilizing the BRS, specifically
with individuals with health and medical conditions, including behavioral health conditions. For
example, the BRS has a specific measure used to assess individuals’ ability to bounce back
(Agnes, 2005). Also, the correlation between the BRS and resources regarding resilience may
indicate that individuals are able to bounce back and get through tough times (Smith et al.,
2008). The BRS has some limitations; for example, it lacks long-term studies on the correlation
between stressors and outcomes in patients’ health conditions (Smith et al., 2008).
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Self-Compassion Scale (SCS)
The 26-item SCS (Neff, 2003a) is often used for assessing self-compassion and its six
components (Raes et al., 2011). The original version of the short form of the SCS was developed
in the Dutch language, and the Dutch SCS uses a seven-point scale and contains 24 questions
(Neff & Vonk, 2009; Raes et al., 2011). The SCS Short Form (SCS-SF) consists of 12 items in
Dutch and English versions (Neff, 2003a). Both the SCS-SF and SCS have a similar anatomy of
six components (Raes et al., 2011). Based on a study on the validity of the short form of the SCS,
Raes et al. (2011) suggested that a short version of the SCS may be used to effectively assess
participants in various capacities. The SCS-SF indicates good internal consistency (a ³ 0.86
overall) in different samples. The long SCS strongly correlates with the English SCS-SF, r =
0.98 (Raes et al., 2011). Based on these findings, it is suggested that the short form of SCS-SF
can be conducted at a reasonable cost compared to the long SCS (Raes et al., 2011).
Research Procedures
The researcher contacted the Institutional Review Board for approval before collecting
data. MTurk was used for collecting data after pilot testing of the survey. Prospective
participants were asked to read the informed consent document before completing the survey
questions. They were informed that the study is nonexperimental. Also, the informed consent
outlined the anatomy of the study. Participants were informed that the study focused on
correlations among status as an ACOA, resilience, and three outcomes (depression, anxiety, and
attachment disruption) through the role of self-compassion. A brief description of the CAST-6
was included in the informed consent. Risks were explained on the informed consent document;
there was no guarantee that the participants would not experience risks when completing the
survey questions. The participants were recommended to seek counseling and/or ACOA
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resources if they became emotionally overwhelmed or were triggered by the survey questions.
Information regarding counseling and ACOA resources was included in the informed consent
document. The participants were notified that the data collected were anonymous, stored
securely, and confidential. Participants were informed that their research involvement was
voluntary, and they could leave the study at any time.
Ethical Considerations
First, the regulations and guidelines from the Institutional Review Board and the
American Counseling Association’s (2014) ethical guidelines for research were reviewed for the
study. Parental alcoholism and ACOA trauma syndrome are sensitive topics; the study was
designed to protect participants who identify themselves as ACOAs or non-ACOAs. Although
the participants remained anonymous through MTurk, the researcher protected the data, and the
demographic items did not include identifying information. The researcher paid participants to
complete the online surveys through MTurk, but their payment information did not reveal their
identifying information. The researcher did not ask for identifying information from the
participants. The study was not designed to retraumatize participants by asking them to revisit
their ACEs due to parental alcoholism. Some of the items in the survey contained trigger words
and phrases that may have elevated emotional outcomes such as discomfort or shame. Referrals
for online counseling and ACOA resources (see Appendix E) were provided in case participants
were triggered or experienced emotional distress while completing the online survey.
Chapter Summary
In summary, this chapter highlighted the research purpose, research questions and
hypotheses, and instruments. All five instruments were explained, including their validity and
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reliability as established by previous studies. The research procedures and ethical considerations
were briefly discussed.

79
CHAPTER FOUR: RESULTS
This study aims to assess the role of self-compassion in moderating resilience, the CAST6 and the outcomes of depression, anxiety, and attachment disruption. This study also examines
how self-compassion affects the CAST-6 participants’ levels of resilience. The proposed model
indicates that self-compassion moderates the relationship between the CAST-6 participants’ level
of resilience, which influences the negative outcomes of depression, anxiety, and attachment
disruption. The research questions and hypotheses focused on the correlations among variables
moderated by self-compassion. Composite means and standard deviations were calculated for
each instrument: the CAST-6, BRS, DASS-21, ECR-RS, and SCS. The data related to the
outcome variables were analyzed using the Hayes’s PROCESS correlation matrix through the
Statistical Package for the Social Sciences (SPSS) to determine if there was any significant effect
of levels of resilience by the moderator, self-compassion. The MTurk participants who met the
criteria for participating in the online survey completed the CAST-6, BRS, DASS-21, ECR-RS,
and SCS. This chapter provides the data analysis and a description of the results.
Data Screening
A sample of 202 participants was obtained during the data collection. Participants who
are under the age 18 and those who did not complete DASS-21, ECR-RS, BRS, and SCS were
eliminated from the study. The results and frequencies of CAST-6 were analyzed through SPSS.
Participant Demographics
The age range of the participants was 20 to 69. The average age of the participants was
34. The mode of age was 30. One hundred fifteen participants were male, 70 were were female,
and none of the participants identified themselves as other gender.
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Table 4.1
Participant Demographics
Demographic
Gender
Male
Female
Total
Race/Ethnicity
White
African American/Black
Asian
American Indian or Alaska Native
Hispanic, Latino, or of Spanish origin
Total
Hearing Status
Hearing
Deaf
Hard of hearing
Late deafened
Hearing loss
Total
Disability
Yes
No
Total
Attraction/Sexual preference
Men only
Women only
Men and women
Neither men nor women
Total
Education
High school diploma or equivalent (e.g., GED)
Associate’s degree
College sophomore
College junior
College senior
Trade/technical/vocational training
Bachelor’s degree
Master’s degree
Doctorate degree
Total
Employment status
Employed for wages

n

%

115
70
185

61.5
37.4
98.9

165
12
4
2
3
186

88.2
6.4
2.1
1.1
1.6
99.5

163
5
11
3
3
185

87.2
2.7
5.9
1.6
1.6
98.9

31
154
185

16.6
82.4
98.9

75
116
7
3
186

37.1
57.4
3.5
1.5
99.5

11
8
2
2
2
3
113
44
1
186

5.9
4.3
1.1
1.1
1.1
1.6
60.4
23.5
0.5
99.5

131

70.1
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Self-employed
Not employed
Student
Military
Retired
Total
Household annual income
Under $10,000
$10,000-$19,999
$20,000-$29,000
$30,000-$39,999
$40,000-$49,999
$50,000-$59,999
$60,000-$69,999
$70,000-$99,999
Over $100,000
Total
Marital history
Never married
Once
Twice
Three times
More than three times
Total
Years of marriage
0-5 years
6-10 years
11-15 years
16-20 years
More than 20 years
Total
Current relationship status
Single (I have never been in a serious relationship.)
Single (I am not currently in a serious relationship but have
been in the past.)
Non-committed dating relationship
Monogamous dating telationship
Married/life partner
Married, but legally Separated
Divorced
Total
Religion
Protestant
Catholic
Christian (Non-Denominational)
Mormon

46
3
4
1
1
186

24.6
1.6
2.1
0.5
0.5
99.5

9
6
11
17
33
33
21
43
14
187

4.8
3.2
5.9
9.1
17.6
17.6
11.2
23.0
7.5
100

30
143
7
5
1
186

16.0
76.5
3.7
2.7
0.5
99.5

53
57
32
17
13
172

28.3
30.5
17.1
9.1
7.0
92.0

17
9

9.1
4.8

4
5
150
1
1
187

2.1
2.7
80.2
0.5
0.5
100

21
111
43
2

11.2
59.4
23.0
1.1
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Hindu
None
Total

3
7
187

1.6
3.7
100.0

Table 4.2
CAST-6 Responses
Response
n
%
Question 1: Have you ever thought that one of your parents had a drinking problem?
Yes
139
68.8
No
61
30.2
Total
200
99.0
Question 2: Did you ever encourage one of your parents to quit drinking?
Yes
113
55.9
No
86
42.6
Total
199
98.5
Question 3: Did you ever argue or fight with a parent when he or she was drinking?
Yes
111
55.0
No
89
44.1
Total
200
99.0
Question 4: Have you ever heard your parents fight when one of them was drunk?
Yes
111
55.0
No
88
43.6
Total
199
98.5
Question 5: Did you ever feel like hiding or emptying a parent’s bottle of liquor?
Yes
105
52.0
No
96
47.5
Total
202
100.0
Question 6: Did you ever wish that a parent would stop drinking?
Yes
130
64.4
No
71
35.1
Total
201
99.5
The above items about ACOA applied to me as:
As a child only
77
38.1
As an adult only
75
37.1
Both as a child and an adult
49
24.3
Total
201
99.5
Data Analysis
IBM SPSS Statistics Verison 27 was used to conduct and perform the data analysis
(Hayes, 2018). Responses from the participants who did not complete all of questions and items
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were excluded from the analysis. The minimum scores, maximum scores, means, and standard
deviations were calculated as shown in Table 4.3.
Table 4.3
Descriptive Statistics of All Measures Used in this Study
Minimum Maximum
Measure
n
score
score
M
SD
CAST-6 Total
202
0.00
6.00
3.5099
2.15388
BRS Postive
201
1.33
5.00
3.6335
0.76231
DASS Depression
198
1.00
5.00
3.7172
1.43940
DASS Anxiety
194
0.00
42.00
21.4639
10.34139
ECR-RS BF Avoidance
196
1.00
7.00
4.9005
1.04166
ECR-RS BF Anxiety
199
1.00
7.00
4.6533
1.63637
SCS Self-Kindness
195
1.00
5.00
3.3867
0.89398
SCS Self-Judgment
196
1.00
5.00
3.3102
0.96614
SCS Common Humanity
199
1.00
5.00
3.3078
0.92308
SCS Isolation
199
1.00
5.00
3.3216
1.00137
SCS Mindfulness
193
1.00
5.00
3.3860
0.94129
SCS Overidentification
198
1.00
5.00
3.2828
0.98636
SCSTotal
182
1.31
5.00
3.0222
0.35831
Note. CAST-6 = Children of Alcoholics Screening Test (Modified CAST-6); DASS-21 =
Depression Anxiety Stress Scale-21; ECR-RS BF = Experiences in Close RelationshipsRelationship Structures Best Friend; BRS= Brief Resilience Scale; SCS= Self-Compassion Scale
Correlations
Children of Alcoholics Screening Test (CAST-6)
A Pearson’s r correlation test was calculated to explore the correlation between the
CAST-6 and resilience. The relationship between the CAST-6 and resilience appeared to be
slightly positively correlated (r = .164, p < 0.5). Comparably, the CAST-6 was somewhat
positively correlated with anxious attachment disruption in best friend relationships (r =. 160,
p < 0.5). The correlation between the CAST-6 and avoidant attachment disruption in best friend
relationships indicated weaker correlation (r = .099) than anxious attachment disruption in best
friend relationships. The CAST-6 has shown consistency with depression and anxiety in
literature studies, and the results showed that the CAST-6 was slightly positively correlated with
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depression (r = .180, p < 0.5) and anxiety (r = .152, p < 0.5). Lastly, the relationship between the
CAST-6 and self-compassion was weakly negatively correlated or indicated no association (r = .021). Overall, these correlations suggest that the number of CAST-6 participants was associated
with resilience, depression, and anxious attachment disruption in best friend relationships.
Resilience (BRS Positive)
Pearson’s r correlation tests were used to test the relationship between resilience and
three outcome variables (depression, anxiety, and attachment disruption in best friend
relationships). Resilience was weakly positively correlated with depression (r = .147, p < 0.5)
and slightly positively correlated with anxiety (r = .163, p < 0.5). The relationship between
resilience and avoidant attachment disruption in best friend relationships appeared to be
moderately positive correlated (r = .393, p < .001). The relationship between resilience and
anxious attachment disruption in best friend relationships showed a weak positive correlation
(r = .237, p < .001). In addition, self-compassion had a small positive correlation with resilience
(r = .242, p < .001), as consistent with other studies.
Depression and Anxiety (DASS-21)
A Pearson’s r correlation test was conducted to analyze the correlation between
depression and anxiety (DASS-21). Depression and anxiety were very strongly positively
correlated (r = .855, p < .001). Also, depression had a small positive correlation with avoidant
attachment disruption in best friend relationships (r = .224, p < .001). In contrast, depression
showed a strong positive correlation with anxious attachment disruption in best friend
relationship (r = .673, p < .001). Anxiety had a small positive correlation with avoidant
attachment disruption in best friend relationships (r = .280, p < . 001) and a strong positive
correlation with anxious attachment disruption in best friend relationships (r = .680, p < . 001).
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Finally, self-compassion was slightly negatively correlated with depression (r = -.307, p < .001)
and weakly negatively correlated with anxiety (r = -.208, p < .001).
Attachment Disruption Best Friend (ECR-RS BF) and Self-Compassion (SCS)
A Pearson’s r correlation test was used to test the relationship between avoidance and
anxiety in attachment disruption. Both relationships in attachment disruption (avoidance and
anxiety) and self-compassion were also calculated using Pearson’s r correlation test. Avoidance
and anxiety in attachment disruption were moderately positively correlated (r = .475, p < .001).
In addition, avoidant attachment disruption and self-compassion indicated a very weak positive
correlation or no association (r = .147). In contrast, anxious attachment disruption was slightly
negatively correlated with self-compassion.
Table 4.4
Pearson’s Correlation
1
2
3
(1) BRSPos
1
(2) CAST6
.164*
1
(3) DASS-Depression
.147*
.180*
1
(4) DASS-Anxiety
.163*
.152* .855**
(5) ECR-RS BF Avoidance .393** .099
.224**
(6) ECR-RS BF Anxiety
.237** .160* .673**
(7) SCS Total
.242** -.021
-.307**
*Correlation is significant at the 0.05 level (2-tailed).
**Correlation is significant at the 0.01 level (2-tailed).

4

1
.280**
.680**
-.208**

5

6

1
.475**
1
.147
-.297**

7

1

Correlation Matrix
The correlation matrix in SPSS was used to explore the outcome variables of two models:
a mediation analysis and a moderated mediation analysis. In regard to the model interpretations
shown below, it is important to note that the beta coefficient (b) ranged from 0.00 to 1.00. If the
value is high, the effect of correlation is strong (e.g., b = 1.8281, as shown in Figure 4.1). The
Hayes PROCESS Models 4 and 7 are shown in figures and correlation matrix tables. In the
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Hayes PROCESS correlation matrix, the level of confidence for all confidence intervals is 95.0,
and 5,000 bootstrap samples for confidence intervals were used for testing the conditional direct
and indirect effects of X on Y. The hypotheses and the outcomes variables are discussed in this
section.
Simple Mediation Model
The simple mediation model was tested through the Hayes PROCESS matrix procedure
in SPSS for exploring outcomes variables and direct and indirect effects of X on Y. First, Figure
4.1 portrays the simple mediation model using Hayes Model 4 (Hayes, 2018).
Figure 4.1
Simple Mediation Model 1

Hypothesis 1a: CAST-6 and Resilience
Hypothesis 1a proposed that the CAST-6 is positively related to resilience, which has an
indirect effect on depression (see Figure 4.1). In Table 4.5 and Figure 4.1, the correlation
between the mediator (resilience) and the CAST-6 indicated statistical significance (b = .0537).
The findings indicated that the CAST-6 had a small positive effect on resilience (b = .0537, SE =
.0244, 95% CI [.0057, .1018]). Hypothesis 1a was supported.
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Hypothesis 1b: Resilience and Depression
Hypothesis 1b proposed that resilience is negatively related to depression. The findings
indicated that resilience is positively related to depression (b = 1.8281), as shown in Table 4.5.
Also, the findings revealed that resilience had a significant positive effect on depression
(b = 1.8281, SE = 1.1061, 95% CI [-0.3546, 4.0107]). Hypothesis 1b was not consistent with the
findings.
Hypothesis 1e: CAST-6 and Depression
Hypothesis 1e proposed that the CAST-6 is positively related to depression. As shown in
Table 4.5, the findings indicated that the CAST-6 had a significant and positive effect on
depression (b = .7418, SE = .3665, 95% CI [.0186, 1.4651]). Hypothesis 1e was supported.
Hypothesis 2a: CAST-6 and Depression Mediated by Resilience
Hypothesis 2a proposed that the relationship between the CAST-6 and depression is
mediated by resilience. The relationship between the CAST-6 and depression had a strong
association (b = .7418, , SE = .3665, CI = [.0186 to 1.4651]) mediated by resilience. Hypothsis
2a was supported.
Table 4.5
CAST-6 and DASS-Depression Mediated by Resilience
Source

b

SE

t

p

95% CI
LL

UL

BRSPos: R =.1622, R² = .0263, MSE = .5144, F = 4.8633, p < .0287
3.4812
.1023 34.0164 <.0001
3.2792
3.6831
Constant
0.0537
.0244
2.2053
.0287
0.0057
0.1018
CAST-6*
DASS-Dep: R =.2084, R² = .0434, MSE = 113.2877, F = 4.0633, p < .0188
13.3365
4.1391
3.2221
.0015
5.1688
21.5042
Constant
0.7418
.3665
2.0239
.0445
0.0186
1.4651
CAST-6**
1.8281
1.1061
1.6527
.1001
-0.3546
4.0107
BRSPos***
Note. Test(s) of X by M interaction: F = .5320, df1 = 1.0000, df2 = 178.0000, p = .4667.
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*Standardized coefficient: .1622. **Standardized coefficient: .1499. ***Standardized
coefficient: .1244
Figure 4.2
Simple Mediation Model 2

Hypothesis 1c: Resilience and Anxiety
Hypothesis 1c proposed that resilience is negatively related to anxiety. The findings
indicated that resilience is positively related to anxiety (b = 2.0807) as shown in Table 4.6. Also,
the findings revealed that resilience had a significant positive effect on anxiety (b = 2.0807, SE =
1.0772, 95% CI [-.0453, 4.2066]). Hypothesis 1c was not consistent with the findings.
Hypothesis 1f: CAST-6 and Anxiety
Hypothesis 1f proposed that the CAST-6 is positively related to anxiety. As shown in
Table 4.6, the findings revealed that the CAST-6 had a moderate positive effect on anxiety (b =
.5475, SE = .3647, 95% CI [-.1723, 1.2673]). Hypothesis 1f was supported.
Hypothesis 2b: CAST-6 and Anxiety Mediated by Resilience
Hypothesis 2b proposed that the relationship between the CAST-6 and anxiety is
mediated by resilience. The relationship between the CAST-6 and anxiety is positively correlated
(b = .5475) and mediated by resilience. Hypothesis 2b was correct.
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Table 4.6
CAST-6 and DASS-Anxiety Mediated by Resilience
Source

b

SE

t

p

95% CI
LL

UL

BRSPos: R = .1631, R² =.0266, MSE= .5295, F = 4.8071, p < .0297
3.4838
.1054 33.0381 <.0001
3.2757
3.6919
Constant
0.0552
.0252
2.1925
.0297
0.0055
0.1049
CAST-6*
DASS-Anx: R =.1977, R² = .0391, MSE = 108.1334, F = 3.5599, p < .0305
11.9616
4.0439
2.9579
.0035
3.9805
19.9427
Constant
0.5475
0.3647
1.5013
.1351
-0.1723
1.2673
CAST-6**
2.0807
1.0772
1.9316
.0550
-0.0453
4.2066
BRSPos***
Note. Test(s) of X by M interaction: F = 1.8701, df1 = 1.0000, df2 = 174.0000, p = .1732.
*Standardized coefficients: .1631. **Standardized coefficients: .1128. ***Standardized
coefficients: .1451.
Figure 4.3
Simple Mediation Model 3

Hypothesis 1d: Resilience and Attachment Disruption Best Friend Avoidance
Hypothesis 1d proposed that resilience is negatively related to attachment disruption. The
findings indicated that resilience is positively related to attachment disruption best friend
avoidance (b = .5438), as shown in Table 4.7. Also, the findings revealed that resilience had a
moderate positive effect on attachment disruption best friend avoidance (b = .5438, SE = .0980,
95% CI [.3503, .7373]). Hypothesis 1d was not consistent with the findings.
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Hypothesis 1g: CAST-6 and Attachment Disruption Best Friend Avoidance
Hypothesis 1g proposed that the CAST-6 is positively related to attachment disruption. In
Table 4.7, the findings implied that CAST-6 had a small positive effect on attachment disruption
best friend avoidance (b = .0164, SE = .0328, 95% CI [-.0483, .0812]). Hypothesis 1g was
supported.
Hypothesis 2c: CAST-6 and Attachment Disruption Avoidance Mediated by Resilience.
Hypothesis 2c proposed that the relationship between the CAST-6 and attachment
disruption is mediated by resilience. The relationship between the CAST-6 and attachment
disruption best friend avoidance is positively correlated (b = .0164) and mediated by resilience.
Hypothesis 2c was supported.
Table 4.7
CAST-6 and ECR-BF-V Attachment Disruption Avoidance Mediated by Resilience
Source

b

SE

t

p

95% CI
LL

UL

BRSPos: R = .1640, R² = .0269, MSE = .5163, F = 4.9466, p < .0274.
3.4810
.1040 33.4671 <.0001
3.2758
3.6863
Constant
0.0549
.0247
2.2241
.0274
0.0062
0.1035
CAST-6*
ECR-BF-V: R = .3945, R² = .1556, MSE = .8884, F = 16.4025, p < .0000
2.9074
.3676
7.9097 <.0001
2.1820
3.6327
Constant
0.0164
.0328
0.5015
.6166
-0.0483
0.0812
CAST-6**
0.5438
.0980
5.5461 <.0001
0.3503
0.7373
BRSPos***
Note. Test(s) of X by M interaction: F = 5.5043, df1 = 1.0000, df2 = 177.0000, p = .0201.
*Standardized coefficients: .1640 **Standardized coefficients: .0350. ***Standardized
coefficients: .3872
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Figure 4.4
Simple Mediation Model 4

Hypothesis 1d: Resilience and Attachment Disruption Best Friend Anxiety
Hypothesis 1d proposed that resilience is negatively related to attachment disruption. The
findings indicated that resilience is positively related to attachment disruption best friend anxiety
(b = .4995), as shown in Table 4.8. Also, the findings revealed that resilience had a significant
positive effect on attachment disruption best friend avoidance (b = .4995, SE =.1675, 95% CI
[.1691, .8299]). Hypothesis 1d was not consistent with the findings.
Hypothesis 1g: CAST-6 and Attachment Disruption Best Friend Anxiety
Hypothesis 1g proposed that the CAST-6 is positively related to attachment disruption.
As shown in Table 4.8, the findings suggested that the CAST-6 had a small positive effect on
attachment disruption best friend anxiety (b = .0950, SE = .0558, 95% CI [-.0151, .2051]).
Hypothesis 1g was supported.
Hypothesis 2c: CAST-6 and Attachment Disruption Anxiety Mediated by Resilience.
Hypothesis 2c proposed that the relationship between the CAST-6 and attachment
disruption is mediated by resilience. The relationship between the CAST-6 and attachment
disruption best friend anxiety is positively correlated (b = .0950) and mediated by resilience.
Hypothesis 2c was supported.
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Table 4.8
CAST-6 and ECR-BF-A Attachment Disruption Anxiety Mediated by Resilience
Source

b

SE

t

p

95% CI
LL

UL

BRSPos: R = .1678, R² = .0282, MSE = .5159, F = 5.2748, p < .0228.
3.4833
.1025 33.9907 <.0001
3.2811
3.6855
Constant
0.0559
.0243
2.2967
.0228
0.0079
0.1040
CAST-6*
ECR-BF-A: R = .2670, R² = .0713, MSE = 2.6328, F = 6.9446, p < .0012
2.4875
.6276
3.9637 <.0001
1.2492
3.7258
Constant
0.0950
.0558
1.7019
.0905
-0.0151
0.2051
CAST-6**
0.4995
.1675
2.9829
.0032
0.1691
0.8299
BRSPos***
Note. Test(s) of X by M interaction: F = 1.9028, df1 = 1.0000, df2 = 180.0000, p = .1695.
*Standardized coefficients: .1678. **Standardized coefficients: .1237. ***Standardized
coefficients: .2167
Interaction Between CAST-6 and Resilience
The CAST-6 (X) and resilience as a mediator (M) are closely correlated and affect the
development of the outcome variables (Y; Hayes, 2018). First, the CAST-6 (X) has a direct
impact on depression, anxiety, and attachment disruption (anxiety and avoidance in best friends;
Y) depending on levels of resilience (M) in a group of CAST-6 participants. The interaction
between the CAST-6 and resilience on depression indicates a large p value that is not strong
enough to reject the null hypothesis (p = .4667). In contrast to the indirect effect on depression,
the interaction effect for another variable outcome, anxiety, indicates weak evidence against the
null hypothesis (p = .1732). The interaction between the CAST-6 and resilience on attachment
disruption in best friends (p = .0201) for avoidance and (p =.1695) for anxiety. Interestingly, the
p value for avoidant attachment disruption constrasts with anxious attachment disruption. The p
value for avoidant (p = .0201) is statistically significant, meaning it provides strong evidence
against the null hypothesis. The p value for attachment (p = .1695) provides weak to moderate
evidence against the null hypothesis.
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Moderated Mediation Model
The moderated mediation model was tested through the Hayes PROCESS matrix
procedure in SPSS to explore outcomes variables and test the direct and indirect effects of X on
Y as mediated by resilience (M) with the role of self-compassion as a moderator (W). Figure 4.5
portrays the moderated mediation model using Hayes Model 7 (Hayes, 2018).
Figure 4.5
Moderated Mediation Model 1

Hypothesis 3a: Self-Compassion and CAST-6
Hypothesis 3a proposed that the role of self-compassion is negatively related to the
CAST-6. As shown in Table 4.10 and Table 4.12, self-compassion had a small direct effect on
the CAST-6 for anxious attachment disruption (b = -.1879, -.0295, and .2013) and for avoidant
attachment disruption (b = -.1997, -.0289, and .2019). The hypothesis was supported based on
the findings.
Hypothesis 3b: Self-Compassion and Resilience
Hypothesis 3b proposed that the role of self-compassion is positively related to resilience,
as consistent with literature studies. Self-compassion had a moderate and strong indirect effect
on resilience for anxious attachment disruption in best friend relationships (b = .4672, SE =
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.1644, 95% CI [ .1426, .7919]) and for attachment disruption avoidance in best friend
relationships (b = .4770, SE = .1637, 95% CI [.1538, .8002]). The hypothesis was supported by
these findings.
Hypothesis 3c: Self-Compassion and Attachment Disruption (Anxiety)
Hypothesis 3c proposed that self-compassion is negatively related to attachment
disruption. The results (see Table 4.9) indicated that self-compassion had a strong and positive
indirect effect on resilience (b = .4672, SE = .1644, 95% CI [ .1426, .7919]) that influenced
attachment disruption anxiety in best friend relationships (b= .4943, SE = .1704, 95% CI [.1577,
.8308]). These results did not support the hypothesis that self-compassion is negatively related to
attachment disruption (anxiety) in best friend relationships.
Hypothesis 4c: CAST-6 and Resilience Moderated by Self-Compassion (Anxiety)
Hypothesis 4c proposed that the relationship between the CAST-6 and resilience is
strengthened by self-compassion. The findings (see Table 4.9) show that self-compassion
moderates the effect of the CAST-6 and resilience (b = .0617, SE = .0251, 95% CI [.0122,
.1112]) that affects anxious attachment disruption in best friend relationships. The findings
indicated a slightly positive direct effect of self-compassion on the relationship between the
CAST-6 and resilience. The hypothesis was supported.
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Table 4.9
CAST-6 and ECR-BF-Anxiety Mediated by Resilience with the Moderator, Self-Compassion
Source

b

SE

t

p

95% CI
LL

UL

BRSPos: R = .3369, R² = .1135, MSE= .4973, F = 6.9585, p < .0002
3.6812
.0548 67.2342 <.0001
3.5731
3.7893
Constant
.0617
.0251
2.4612
.0149
.0122
.1112
CAST-6
.4672
.1644
2.8420
.0051
.1426
.7919
Self-Compassion
.1599
.0836
1.9125
.0576
-.0052
.3250
CAST-6 X SCS
ECR-BF-Anxiety: R = .2798, R² = .0783, MSE = 2.5800, F = 6.9653, p < .0012
Constant
CAST-6
BRSPos

2.8353
.1053
.4943

.6382
.0577
.1704

4.4427
1.8240
2.9000

<.0001
.0700
.0042

1.5752
-.0087
.1577

4.0955
.2193
.8308

Table 4.10
CAST-6 and the Moderator, Self-Compassion- ECR-BF Anxiety
95% CI
Self-Compassion
-.1879
-.0295
.2013

Effect
SE
t
p
LL
2
CAST-6 X SCS: R -chng = .0199, F = 3.6578, p < .0576
.0316
.0301
1.0510
.2948
-.0278
.0570
.0253
2.2536
.0256
.0071
.0939
.0296
3.1680
.0018
.0354

UL
.0911
.1069
.1524
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Figure 4.6
Moderated Mediation Model 2

Hypothesis 3c: Self-Compassion and Attachment Disruption (Avoidance)
Hypothesis 3c proposed that self-compassion is negatively related to attachment
disruption. The results (see Tables 4.11 and 4.12) indicate that self-compassion has a moderate
and positive indirect effect on resilience (b = .4770, SE = .1637, 95% CI [.1538, .8002]) that
influences the development of avoidant attachment disruption in best friend relationships (b=
.5248, SE = .1015, 95% CI [.3243, .7253]). The hypothesis was not supported, as the findings
indicated that self-compassion is negatively related to attachment disruption (avoidance) in best
friend relationships.
Hypothesis 4c: CAST-6 and Resilience Moderated by Self-Compassion (Avoidance)
Hypothesis 4c proposed that the relationship between the CAST-6 and resilience is
strengthened with the role of self-compassion. The findings (see Tables 4.11 and 4.12) showed
that self-compassion moderates the effect of the CAST-6 and resilience (b = .0604, SE = .0252,
95% CI [.0106, .1102) that influences avoidant attachment disruption in best friend relationships.
The findings revealed that there is a small positive and strong direct effect of the role of self-
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compassion on the relationship between the CAST-6 and resilience. The hypothesis was
supported.
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Table 4.11
CAST-6 and ECR-BF-Avoidance Mediated by Resilience with the Moderator, Self-Compassion
Source

b

SE

t

p

95% CI
LL

UL

BRSPos: R = .3368, R² = .1134, MSE= .4956, F = 6.8675, p < .0002
3.6788
.0550 66.9189 <.0001
3.5702
3.7873
Constant
.0604
.0252
2.3952
.0178
.0106
.1102
CAST-6
.4770
.1637
2.9142
.0041
.1538
.8002
Self-Compassion
.1559
.0836
1.8661
.0638
-.0091
.3210
CAST-6 X SCS
ECR-BF-Avoidance: R = .3851, R² = .1483, MSE = .9026, F = 14.1039, p < .0000
Constant
CAST-6
BRSPos

3.0109
.0121
.5248

.3800
.0344
.1015

7.9231
.3514
5.1683

<.0001
.7257
.0000

2.2605
-.0559
.3243

3.7613
.0801
.7253

Table 4.12
CAST-6 and the Moderator, Self-Compassion- ECR-BF Avoidance
95% CI
Self-Compassion
-.1997
-.0289
.2019

Effect
SE
t
p
LL
CAST-6 X SCS: R2-chng = .0192, F = 3.4823, p < .0638
.0293
.0307
.9528
.3421
-.0314
.0559
.0254
2.1991
.0293
.0057
.0919
.0298
3.0789
.0024
.0330

UL
.0900
.1061
.1508

Interaction Effect of Self-Compassion
The moderation role, self-compassion, on the relationship between the CAST-6 and
resilience is described as conditioning (Hayes, 2018). It is important to note that the level of
confidence for all confidence intervals in both anxiety and avoidant attachment disruption in bset
friend relationships is 95 and the number of bootstrap samples is 5,000 based on Hayes’s output
for discussing the conditional indirect effects of X on Y and the predictor at values of the
moderator, self-compassion (see Table 4.13 and 4.14). Also, the values of self-compassion (W)
in conditional effects are the 16th, 50th, and 84th percentiles. These three percentiles indicate the
predictable stability of the conditional effects of self-compassion on self-compassion that affects
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the outcome variables (effect = .0156, .0282, and .0464) for attachment disruption anxiety and
(effect = .0154, .0293, and .0482) for avoidant attachment disruption.
The moderator, self-compassion (W), molds the relationship between the CAST-6 (X)
and resilience (M), which has an indirect effect on three outcome variables (Y). In Tables 4.11
and 4.12, the interaction between the CAST-6 and self-compassion indicates statistical
significance in the large effect size for anxious attachment disruption (R2-chng = .0199) and for
avoidant attachment disruption (R2-chng = .0192). Understanding the interpretations of the
squared value of the correlation coefficient (R2) can help researchers examine the variance of
self-compassion that has an effect on the CAST-6. The F value means the variability strongly
predicts the effect of the CAST-6 on self-compassion, which affects both anxious attachment
disruption (F = 3.6578) and avoidant attachment disruption (F = 3.4823). In addition to the F
value, the p value for attachment disruption in best friend relationships that was affected by the
CAST-6 and moderated by self-compassion is close to statistical significance for anxious
attachment disruption (p = .0576) and avoidant attachment disruption (p < .0638). Meanwhile,
both p values provide strong evidence against the null hypothesis (see Hypothesis 3a: selfcompassion and the CAST-6).
Direct and Indirect Effect Size
The findings of the direct and indirect effects were analyzed (see Table 4.13 and Table
4.14). In terms of the effect size, X and Y measurements are linked depending on the number of
participants (Hayes, 2018). The proportion of variance in X and Y determines the effect sizes
(Hayes, 2018). For example, the scores of attachment disruption in best friend relationships (Y)
are affected by the CAST-6 scores (X) depending on the significance of the impact of parental
alcoholism. The CAST-6 participants’ levels of resilience (BRS Pos) is a mediator of the
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possibility of decreased attachment disruption through the role of self-compassion (SCS Total) as
a moderator. The effect sizes of self-compassion (SCS Total) with bootstrap confidence intervals
were tested by Hayes PROCESS for the moderated mediation analysis. Bootstrap confidence
intervals for the moderated mediation of self-compassion that has an indirect effect on the
outcome variable, anxious attachment disruption in best friend relationships, ranged from -.0030
to .2692, as shown in Table 4.13. In the attachment disruption avoidance in best friend
relationships, bootstrap confidence intervals went from -.0040 to .2132, as shown in Table 4.14.
Table 4.13
CAST-6 and ECR-BF-Anxiety Mediated by Resilience with the Moderator Self-Compassion
Boot 95% CI
Self-Compassion Scale Total
Effect
BootSE
LL
UL
-.1879
.0156
.0168
-.0172
.0517
-.0295
.0282
.0168
.0024
.0676
.2013
.0464
.0270
.0078
.1116
Note. Conditional effects of X on Y: CAST6 à Resilience à Anxious attachment disrupton best
friend
In Model 7, the findings indicate that the CAST-6 (X) has a direct effect on ECR-BF Anxiety
(Y) (b = .1053, SE = .0577, 95% CI [-.0087, .2193]).
The index of moderated mediation of self-compassion scale total is significantly statistical in
bootstrap confidence intervals (index = .0790, SE = .0707, CI [-.0030, .2692]).
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Table 4.14
CAST-6 and ECR-BF-Avoidance Mediated by Resilience with the Moderator, Self-Compassion
Boot 95% CI
Self-Compassion Scale Total
Effect
BootSE
LL
UL
-.1997
.0154
.0178
-.0187
.0521
-.0289
.0293
.0148
.0042
.0619
.2019
.0482
.0193
.0182
.0931
Note. Conditional indirect effects of X on Y: CAST6 à Resilience à Avoidant attachment
disrupton best friend
In Model 7, the findings indicate that the CAST-6 (X) has a direct effect on ECR-BF Avodiance
(Y) (b = .0121, SE = .0344, 95% CI [-.0559, .0801]).
The index of moderated mediation of self-compassion scale total is significantly statistical in
bootstrap confidence intervals (Index = .0818, SE = .0552, CI [-.0040, .2132]).

Chapter Summary
This chapter presents a summary of the findings. Online survey responses were gathered
from MTurk, and direct and indirect correlations among CAST-6, levels of resilience,
depression, anxiety, attachment disruption, and self-compassion through SPSS were analyzed. A
Pearson’s correlation in SPSS was utilized to examine the correlations. A mediation model
(Model 4) was presented to assess the correlation between CAST-6 the three outcome variables
through the mediator, resilience. Also, the moderated mediation model (Model 7) was used to
examine the correlation between the CAST-6 and resilience as moderated by the role of selfcompassion on depression, anxiety, and attachment disruption. Both models were provided to
address the hypotheses. Hayes’s PROCESS (Models 4 and 7) was conducted to test mediation
and moderated mediation with outcome variables (Hayes, 2018). Effect sizes with bootstrap
confidence intervals for two subscale results, anxious and avoidant attachment disruption, in best
friends relationships were discussed. In the next chapter, the results of this study will be
discussed, including a summary, conclusion, and recommendations for clinician, mental health
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professionals, counselor educators, and supervisors. Limitations and suggestions for future
research will be included in the next chapter.
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CHAPTER FIVE: SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS
Highlights of Findings and Implications
Demographics Findings
The majority of the MTurk participants were male (n = 115) from the CAST-6 group.
There were 70 female MTurk participants. The average age for the CAST-6 group was 34. The
mode of ages was 30. Twenty-one participants from the CAST-6 group identified themselves as
African-American/Black, Asian, American Indian or Alaska Native, or Hispanic, Latino, or of
Spanish origin. The majority of the participants identified themselves as white (n = 165). More
than 85% of the participants were hearing, while 22 participants were on the spectrum of
deafness. Some of the participants had some type of disability (n = 31). More than one half of the
respondents were attracted to women only, whether as an opposite sex or the same sex. A large
number of participants held a bachelor’s degree, and 70.1% of the participants were employed
for wages. Most of the participants earned $70,000 to $99,000 as their annual income. Most of
the participants reported being married once. The average length of their marriages was six to 10
years. One hundred fifty participants reported being married, and 17 participants stated that they
have never been in a serious relationship. In terms of religion, most of the participants identified
themselves as Catholic.
CAST-6 Findings
The CAST-6 findings were addressed after the results of the CAST-6 were analyzed.
Between 199 and 202 participants completed the six items on the CAST-6. Some of the
participants did not complete all six items, and some items may not have been applicable to some
of the participants. On Question 1, 139 participants selected “Yes,” which was the highest
number of responses compared to the other five questions. Question 1, asked “Have you ever
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thought that one of your parents had a drinking problem?” The lowest percentage of the
responses on the CAST-6 was for Question 5, “Did you ever feel like hiding or emptying a
parent’s bottle of liquor?” The CAST-6 findings were surprising, as they indicated that the
majority of participants met the criteria to be considered an ACOA (selected “yes” on three or
more questions). Interestingly, many the CAST-6 participants were in the 30s (mean age = 34
and mode age = 30), meaning they are in the millennial generation. Consistent with literature
studies, most of the ACOAs grew up in the 1980s, and 1990s, and research on ACOA was
trending during that time.
Frequencies of responses to the additional item on the CAST-6 were analyzed using
SPSS. For this seventh item, the CAST-6 participants needed to pick one of three choices
regarding their ACOA experiences: as a child only, as an adult only, and both as a child and
adult. Two hundred one participants completed that item, and 77 selected “as a child only,” 75
participants selected “as an adult only,” and 49 participants stated that the items about ACOA
applied to them as both as a child and an adult. The extra item on the CAST-6, “The above items
about ACOA applied to me as,” may help researchers better understand the big picture of the
participants’ views of parental alcoholism that impacted their life span development as a child, as
an adult, or both.
The CAST-6 focuses on a child’s lived experience with an alcoholic parent(s) that
impacts their functioning when they reach adulthood. Therefore, the results may not be accurate,
as a high number of participants’ responses to the CAST-6 items applied to them only as an adult
(n = 75). Similarly, 77 participants indicated their ACOA experiences applied to them as a child
only, which may be valid for the CAST-6. The timeline of ACOAs’ life span development may
be one of the factors that affect the current results. Based on previous studies of ACOA in the
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years between the 1970s and 1990s, it is possible that there were more COAs in the 20 years
between the 1970s and 1990s than in the present time. Meanwhile, many participants may have
gone through their ACOA experiences as adults because they carry their ACOA experiences
with them throughout their lives. Their views of their ACOA experiences may differ from those
who went through these experiences as a child. Based on the heterogeneity of ACOAs and
current findings, the CAST-6 may not be suitable for a large population representing ACOAs.
For example, in the 1980s and 1990s, the samples for the CAST-6 may have been different from
current samples. The samples of three groups (substance use disorder outpatients, psychiatric
outpatients, and medical students) were used for developing the short version of CAST-6 (Jones,
1983). For future research using measures for ACOAs, additional screening tests (e.g., Adverse
Childhood Experiences-Questionnaire [Zarse et al., 2019]) are recommended for examining
ACOAs and their ACEs. Comparing and contrasting two instruments, the CAST-6 and Adverse
Childhood Experiences-Questionnaire, are suggested for analyzing ACOAs and the level of
clinical impact of parental alcoholism.
Summary of Findings in Correlations
Mediation and moderated mediation models on correlations provided a graphic analysis
approach for this study. The first simple mediation model was presented for examining the
relationship of CAST-6 scores to three outcome variables: depression, anxiety, and attachment
disruption, specifically anxiety and avoidance, in best friend relationships. Also, the simple
mediation model offered a clear understanding of the measurement of the impact of resilience on
the development of three outcome variables. Direct and indirect effects were tested through the
matrix correlation in Hayes’s PROCESS SPSS. The Pearson’s correlations and regression
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analysis were conducted to test the correlations of each variable in Hayes’s (2018) Models 4 and
7.
Summary of Findings in Interaction Effect
CAST-6 and Resilience (X and M)
It is crucial to include the analysis of the interaction effect between the CAST-6 (X) and
resilience (M) in this study because it is statistically significant (0.05 and 0.001) and consistent
with the first hypothesis (positive correlation between the CAST-6 and resilience). The
interaction between the CAST-6 and resilience parallels the results of previous literature studies
indicating that ACOAs have high resilience. It is essential to understand the effect of resilience
to predict the impact of depression, anxiety, and attachment disruption. As discussed, the
interaction effect has statistical significance; meanwhile, it predicts results of three outcome
variables. Also, there are some concerns in this discussion regarding the interaction effect
between the CAST-6 and resilience. The relationship between the CAST-6 participants and
resilience is unclear, which impacts the ability to predict resilience levels even though there is
statistical significance. Consistent with the findings of CAST-6, ACOAs are heterogeneous,
which means their levels of resilience vary. Factors affecting the levels of resilience can be a
social support system, mental health treatment history, optimism, community involvement, and
education level.
Self-Compassion (W)
The moderator, self-compassion, directly and indirectly affects the interaction between
the CAST-6 and resilience. The hypothesis predicted a positive correlation between selfcompassion and resilience. If a CAST-6 participant had high self-compassion scores, their levels
of resilience were more likely to be high. However, self-compassion may not be effective for all
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CAST-6 participants, which means levels of resilience are not affected by self-compassion.
Consistent with the discussion of the limitations of self-compassion, some individuals resisted
practicing self-compassion or were dependent on external validation from others to give
compassion to themselves.
In Chapter Four, the interaction effect between the CAST-6 and self-compassion in
anxious and avoidant attachment disruption indicated the strong statistical significance of the
predictor (the CAST-6) on the outcome variables mediated by resilience. Based on the results, as
shown in Tables 4.9 through 4.14, the higher the self-compassion scores were, the higher levels
of resilience that affected the CAST-6 and the outcome variables. Also, researchers need to
consider the substantial variability of respondents to the CAST-6 and their levels of resilience
moderated by self-compassion. For example, ACOAs are impacted by parental alcoholism at
different levels, with a range of duration and intensity. Researchers need to take a closer look at
the relationship between CAST-6 scores and resilience to understand better how the interaction
affects the role of self-compassion.
When completing Item 7 on the CAST-6, the participants indicated if their ACOA
experiences occurred as a child, an adult, or both as a child and an adult. Meanwhile, each
CAST-6 participant has a unique experience growing up in an alcoholic household. Their
experiences shaped their levels of resilience that impact the development of depression, anxiety,
and attachment disruption in best friends. Some CAST-6 participants went through their ACOA
experiences as a child, which may not significantly impact their depression, anxiety, and
attachment disruption as an adult. For example, some ACOAs left their parents in early
adulthood and went to college or started a new job. Their levels of resilience may be affected by
other people in their lives (e.g., community members, mentors, friends, and others). Other
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CAST-6 participants indicated their ACOA experiences occurred when they were an adult,
which may mean that they experienced the impact of parental alcoholism when they reached
adulthood. Not all ACOAs understand how ACOA traits impact their behaviors and relationships
toward others. Some ACOAs learn more about themselves and ACOA characteristics when they
receive psychoeducation in their adult years. ACOAs have various levels of self-awareness and
self-understanding of their ACOA experiences depending on how much support they receive
from others (e.g., clinicians, teachers, mentors, pastors, etc.). To summarize this discussion, the
moderator, self-compassion, plays a significant role in the relationship between the CAST-6 and
resilience, which may help researchers understand the variability of ACOAs’ depression,
anxiety, and attachment disruption in best friend relationships.
Summary of Findings in Hypotheses
Hypothesis 1a: CAST-6 and Resilience
The findings indicate that the CAST-6 correlates positively with resilience for the
outcome variable, depression, which is significantly statistical even though it had a slight
positive correlation (b = .0537, SE = .0244, 95% CI [.0057, .1018]), and the hypothesis was
supported. Also, the findings of the CAST-6 and resilience for other the outcome variables,
anxiety and attachment disruption (anxiety and avoidance), have a similar value of the b
coefficient to the outcome variable, depression, ranging from .0537 to .0559. This result is
consistent with the literature review. For example, according to a study of two groups (ACOAs
and non-ACOAs) and verbal immediacy, ACOAs may have stronger resilience in psychological
areas of functioning compared to non-ACOAs (McCoy & Robbins, 2019). Also, resilience is an
effective coping strategies for COAs and ACOAs (Park & Schepp, 2018). Consistent with
Szanton and Gill’s (2010) study of resilience using a society-to-cells framework, the hypothesis
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findings also suggested that ACOAs may benefit from strengthening resilience for managing
psychological challenges (e.g., depression, anxiety, and attachment disruption).
Hypothesis 1b: Resilience and Depression
The findings revealed that resilience is positively correlated to depression (b = 1.8281,
SE = 1.1061, 95% CI [-.3546, 4.0107]), which is opposite of the Hypothesis 1b. Researchers
need to recognize the substantial variability of the CAST-6 and ACOAs’ levels of resilience as
moderated by self-compassion. Various factors affect resilience levels, and ACOAs may
experience depression due to other stressors, not just parental alcoholism. Interestingly, the
findings show that CAST-6 had a strong positive effect on depression (see Hypothesis 1e). The
findings regarding resilience levels indicate substantial variances, as discussed in the section
titled Interaction Between CAST-6 and Resilience. Resilience has a weak indirect effect on
depression (p = .4667), indicating a large p value.
Hypothesis 1c: Resilience and Anxiety
Similar to the relationship between resilience and anxiety, the findings suggested that
resilience is positively correlated with anxiety (b = 2.0807, SE = 1.0772, 95% CI [-.0453,
4.2066]), and Hypothesis 1c was not supported. Resilience had a strong positive indirect effect
on the CAST-6 group’s anxiety levels. Anxiety disorders are common mental health disorders,
and they include a spectrum of symptoms that impact individuals’ life span development (Baxter
et al., 2013; Craske & Stein, 2016; Kessler et al., 2010). ACOAs may experience different levels
of anxiety throughout their lives, and not all ACOAs have high levels of resilience, which may
impact the findings on the relationship between resilience and anxiety. Further studies on
resilience and anxiety in a large group of CAST-6 participants are suggested for examining
resilience levels that impact anxiety in different areas.
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Hypothesis 1d: Resilience and Attachment Disruption Best Friend Anxiety and Avoidance
The findings indicated that resilience is significantly positively related to anxious (b =
.4995, SE =.1675, 95% CI [.1691, .8299]) and avoidant (b = .5438, SE = .0980, 95% CI [.3503,
.7373]) best friend attachment disruption. Hypothesis 1d was not consistent with the findings.
However, many previous literature studies have discussed resilience associated with attachment
disruption. Previous studies indicated that individuals’ development of resilience heavily relied
on attachment styles, including complications; for example, the development of attachment
styles relies on parenting styles (Luthar et al., 2000; Luthar & Zelazo, 2003). Also, Shibue and
Kasai (2014) suggested that individuals can have an earned secure attachment and build their
resilience for overcoming challenges. Additionally, individuals’ resilience can be built when
receiving affection and encouragement from others even if they have an anxious or avoidant
attachment. Resilience is an essential foundation for developing healthy attachment styles
(Shibue & Kasai, 2014).
Hypothesis 1e: CAST-6 and Depression
The findings imply that the CAST-6 has a significantly positive correlation with
depression, and Hypothesis 1e was supported. Also, the findings indicated that the CAST-6 had a
strong positive direct effect on depression (b = .7418, SE = .3665, 95% CI [.0186, 1.4651]).
Similarly, Kelley et al. (2011) proposed that ACOAs are at greater risk for depression based on
their experiences of growing up in alcoholic families. Also, COAs have a high risk of developing
mental health disorders (e.g., depression) when exposed to their alcoholic parents’ behaviors
(Şen-Aslan, 2021). Consistent with Hypothesis 1e, children who were exposed to parental
alcoholism are more likely to develop MDD or persistent depressive disorder (Thapa et al.,
2017).
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Hypothesis 1f: CAST-6 and Anxiety
The findings manifested that the CAST-6 has a strong positive effect on anxiety (b =
.5475, SE = .3647, 95% CI [-.1723, 1.2673]). Therefore, Hypothesis 1f was supported, consistent
with the literature review of ACOAs and anxiety. Anxiety is a common ACOA traits (C. W. Hall
& Webster, 2002; Pagano et al., 2007). Many ACOAs experienced anxiety and uncertainty while
growing up in their alcoholic families because they were exposed to parents’ drinking behaviors,
including unpredictability and instability at home (Murray, 1998; Vaught & Wittman, 2011).
Hypothesis 1g: CAST-6 and Attachment Disruption Best Friend Anxiety and Avoidance
The findings reflected that the CAST-6 is positively related to attachment disruption in
best friend relationships for anxiety (b = .0950, SE = .0558, 95% CI [-.0151, .2051]) and
avoidance (b = .0164, SE = .0328, 95% CI [-.0483, .0812]). Hypothesis 1g was supported by
these findings. There was a significant difference in coefficients between anxiety and avoidance.
Surprisingly, anxious attachment disruption was much higher than avoidant attachment
disruption. As discussed in the literature review, many ACOAs experience anxiety or avoidance
in their attachment. Based on the findings from ACOAs’ self-report measures, adult attachment
tended to include more anxious and avoidant behavior in intimate relationships and general adult
relationships (Kelley et al., 2005). The literature review highlighted that ACOAs did not have a
healthy and secure model of relationships with their alcoholic parents in their early childhood
years, which impacts their adult attachment (Beesley & Stoltenberg, 2002; El-Guebaly et al.,
1993).
Hypothesis 2a: CAST-6 and Depression Mediated by Resilience
The findings supported Hypothesis 2a, indicating the relationship between the CAST-6
and depression is mediated by resilience. The relationship between the CAST-6 and depression is
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strongly mediated (b = .7418) by resilience. Similarly, the findings related to Hypotheses 1a and
1e showed strong positive correlations between the CAST-6 and resilience and between the
CAST-6 and depression. Also, this hypothesis suggested that resilience had a strong effect on the
correlation between the CAST-6 and depression (b = .7418, SE = .3665, 95% CI [.0186,
1.4651]). This hypothesis was supported and paralleled by some selected literature studies
regarding ACOAs, depression, and resilience (Kelley et al., 2011; McCoy & Robbins, 2019;
Park & Schepp, 2018; Szanton & Gill, 2010; Thapa et al., 2017).
Hypothesis 2b: CAST-6 and Anxiety Mediated by Resilience
This hypothesis suggested a relationship between the CAST-6 and anxiety mediated by
resilience. The findings revealed that the relationship between the CAST-6 and anxiety is
strongly correlated and mediated by resilience (b = .5475). This hypothesis is similar to
Hypotheses 1a and 1f, and the CAST-6 has a strong relationship with anxiety and resilience.
Also, resilience had a moderate effect on the correlation between the CAST-6 and anxiety
mediated (b = .5475, SE = .3647, 95% CI [-.1723, 1.2673]). This hypothesis is consistent with
some studies that show that being an ACOA is associated with anxiety and resilience (C. W. Hall
& Webster, 2002; McCoy & Robbins, 2019; Murray, 1998; Pagano et al., 2007; Park & Schepp,
2018; Szanton & Gill, 2010; Vaught & Wittman, 2011).
Hypothesis 2c: CAST-6 and Attachment Disruption Best Friend Mediated by Resilience
The findings related to Hypothesis 2c showed that the relationship between the CAST-6
and attachment disruption (anxiety and avoidance) in best friend relationships is mediated by
resilience. The results indicated that the CAST-6 and attachment disruption in best friend
relationships are positively correlated for anxiety (b = .0950) and for avoidance (b = .0164) when
mediated by resilience. Both had a small positive effect on the correlation between the CAST-6
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and attachment disruption in best friend relationships. Hypothesis 2c was valid, consistent with
some highlights of previous literature studies (Beesley & Stoltenberg, 2002; El-Guebaly et al.,
1993; Kelley et al., 2005).
Hypothesis 3a: Self-Compassion and CAST-6
This hypothesis is consistent with the findings. Hypothesis 3a predicted that the role of
self-compassion is negatively related to the CAST-6. The results suggested that the CAST-6 has
a small strong and negative effect on self-compassion for anxious attachment disruption (b =
-.1879, -.0295, and .2013) and avoidant attachment disruption (b = -.1997, -. 0289, and .2019).
This hypothesis appeared reasonable even though there are no previous studies on the correlation
between self-compassion and the CAST-6. A few studies of adults with PTSD and selfcompassion are applicable to ACOAs because ACOA trauma syndrome is in the PTSD or
complex trauma category (Anda et al., 2006). For example, childhood memories significantly
affect compassion in adults, which occurs along a spectrum (Matos et al., 2017). Many adults
with PTSD have difficulty remembering positive memories and often carry the pain of shame for
years (Matos et al., 2017). Also, trauma survivors often criticize themselves, disconnect from
others, and overidentify with negative thoughts and emotions when they experience internal
stress without receiving appropriate treatment interventions (Germer & Neff, 2015). Like
ACOAs, adults with PTSD may not practice compassion for themselves (Matos et al., 2017).
Hypothesis 3b: Self-Compassion and Resilience
The findings supported this hypothesis. Hypothesis 3b proposed that self-compassion is
positively related to resilience. Self-compassion had a significantly indirect effect on resilience
for anxious attachment disruption (b = .4672, SE = .1644, 95% CI [.1426, .7919]) and for
avoidant attachment disruption (b = .4770, SE = .1637, 95% CI [.1538, .8002]) in best friend
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relationships. The hypothesis is consistent with the findings of many previous literature studies.
First, self-compassion is an excellent lifestyle choice for coping with various emotions and
building resilience (Neff, 2011). Secondly, individuals with high self-compassion tend to build
high resilience, leading to a greater positive outlook on life, higher quality of life satisfaction,
lower depression and anxiety symptoms, and more coping strategies for unfavorable
circumstances (Leary et al., 2007; Neff, 2003b; Neff et al., 2005; Neff, Kirkpatrick, & Rude,
2007; Terry et al., 2013; Van Dam et al., 2011). Also, one previous study showed that selfcompassion helps individuals to strengthen resilience, and individuals with solid resilience are
more likely to cope well with mental health symptoms (Raab, 2014).
Hypothesis 3c: Self-Compassion and Attachment Disruption (Avoidance and Anxiety)
Hypothesis 3c proposed that self-compassion is negatively related to attachment
disruption. Surprisingly, the hypothesis was not supported by the findings, which indicated that
self-compassion is positively related to attachment disruption in best friend relationships (anxiety
and avoidance). However, the findings manifested that self-compassion had a moderate indirect
effect on resilience (b = .4770, SE = .1637, 95% CI [.1538, .8002]), which influenced avoidant
attachment disruption in best friend relationships (b= .5248, SE = .1015, 95% CI [.3243, .7253]).
Similarly, the results also indicated that self-compassion had a strong indirect effect on resilience
(b = .4672, SE = .1644, 95% CI [ .1426, .7919]), which influenced anxious attachment disruption
in best friend relationships (b = .4943, SE = .1704, 95% CI [.1577, .8308]). These results did not
support the hypothesis that self-compassion is negatively related to attachment disruption
(anxiety) in best friend relationships.
Self-compassion plays a significant role in developing a healthy attachment. For
example, children with attachment disruption growing up in a stressful home environment are
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more likely to experience insecurity and lack compassion skills (Gilbert, 2010). Parents and
caregivers must provide a stable and secure attachment for their children so their self-soothing
skills will increase until they reach adulthood (Gillath et al., 2005).
Hypothesis 4c: CAST-6 and Resilience Moderated by Self-Compassion
This hypothesis suggested that the relationship between the CAST-6 and resilience is
strengthened with the role of self-compassion. The findings revealed that the role of selfcompassion moderates the effect of the CAST-6 and resilience, which affects avoidant
attachment disruption (b = .0604, SE = .0252, 95% CI [ .0106, .1102) and anxious attachment
disruption (b = .0617, SE = .0251, 95% CI [.0122, .1112]) in best friend relationships. The
findings indicated a significant direct effect of self-compassion on the relationship between the
CAST-6 and resilience on attachment disruption in best friend relationships. These findings
supported the hypothesis.
In addition, previous literature studies regarding self-compassion and resilience and their
association with attachment styles support this hypothesis. For example, Raab (2004) discussed
that individuals can connect with people better, experience happiness, and improve their quality
of life by building their resilience. Also, it is essential to note that individuals with an anxious
attachment style may struggle with practicing self-compassion because they often rely on
reassurance and validation from others, especially clinicians and other helping professionals
(Braehler & Neff, 2020). Positive support and encouragement would reinforce the ability of
individuals with an anxious attachment style to build up their confidence by practicing selfcompassion skills (Braehler & Neff, 2020).
Individuals with a dismissive-avoidant attachment style are not as likely to seek help
from others or reach out to others because they would prefer to rely on themselves. After all,
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they are terrified of being neglected or abandoned (Braehler & Neff, 2020). Individuals with a
dismissive-avoidant attachment style may learn to practice self-compassion through modeling
and guidance from therapists or other helping professionals. It is highly recommended that
therapists build therapeutic rapport with individuals with a dismissive-avoidant attachment style
before teaching them how to utilize self-compassion skills and allow themselves to sit with their
uncomfortable and negative emotions (Braehler & Neff, 2020).
Individuals with a fearful-avoidant attachment style lack trust in themselves and others
(Braehler & Neff, 2020). Many individuals with a fearful-avoidant attachment experienced
childhood trauma, including various forms abuse, which may make it challenging for them to
practice self-compassion (Van Ijzendoorn et al., 1999). Because those impacted by childhood
trauma did not have healthy modeling of self-soothing skills and attachment styles, they may
have difficulty asking others for help (Braehler & Neff, 2020). Individuals with a fearfulavoidant attachment style can learn to practice self-compassion once they have built a
harmonious relationship characterized by trust and patience with a therapist or a helping
professional (Braehler & Neff, 2020).
Limitations of the Study
This study has some limitations. First, 202 anonymous participants participated in the
study through MTurk, and it is unknown if they were honest with themselves when completing
the surveys. Some self-reports, specifically on the CAST-6, may not be accurate because the
CAST-6 questions may not be appropriate for some participants with complicated ACOA
experiences. Also, the CAST-6 questions did not address the specific duration of parental
alcoholism that impacted individuals. Longitudinal studies on ACOA individuals’ experiences
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and the long-term impact of parental alcoholism are suggested so ACOAs’ in-depth experiences
and how their levels of resilience strengthened through time may be examined.
Second, there were not many participants with diverse backgrounds (e.g., race, ethnicity,
and religion) in the study. The ratio of racial and ethnic diversity in the sample was insufficient
in the study. Surprisingly, the results revealed a reasonable number of MTurk participants
without full hearing (n = 22, 11.8%). Many previous ACOA studies did not mention participants
on a spectrum of deafness and disability in the methods section. It is crucial to promote diversity
and inclusion in methodology, including in studies using MTurk, by recruiting more participants
with diverse backgrounds in quantitative studies.
Suggestions for Future Research
The limitations of the study were noted, and the possibility of future research on ACOAs,
including methods for such studies, was explored. Additional methods are suggested for
including more participants with diverse backgrounds in samples. Based on their study of the use
of MTurk in research focusing on trauma, van Stolk-Cooke et al. (2018) reported that the MTurk
methodology is structured and cost effective compared to traditional methods in self-report
surveys. Additional methods of recruitment, including ACOA Facebook groups and traditional
methods (e.g., sharing surveys at a university counseling center or other settings), may provide
more valid and accurate findings related to participants affected by parental alcoholism.
Comparing methods for examining a group of ACOAs is suggested for a better understanding of
validity and reliability analysis.
Diversity and inclusion are vital for expanding ACOA studies. The current findings
reflect a small number of CAST-6 participants with multicultural and diverse backgrounds. A
large number of MTurk participants (e.g., 500-1,000) is suggested for ACOA quantitative
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studies. Consistent with the literature review in Chapter Two, many ACOA books and sources in
the 1980s and 1990s represent white participants in Western culture and a lack of diversity and
inclusion in ACOA resources. As discussed in Chapter Two, ACOAs with diverse and
multicultural backgrounds have different views on and attitudes toward alcoholism, parental
alcoholism, and resilience (e.g., African-American and Black ACOAs rely on kin and
communities for strengthening their resilience). In addition to ACOA quantitative studies,
qualitative research, including case studies, interviews, observations, and phenomenology, is
highly recommended for examining ACOAs in multicultural groups.
Also, qualitative research may be effective for examining ACOAs’ lived experiences of
growing up in an alcoholic household. Some qualitative research methods (e.g.,
phenomenological study) can be used for studying ACOAs’ direct experiences; for example,
written journals can help researchers better understand authentic and raw ACOA experiences
(Morrell-Scott, 2018). Some ACOAs learned how to express their emotions affected by parental
alcoholism through written diaries and journals (Kuehne, 2020). Researchers can use journals or
diaries to identify themes, symbols, and patterns in ACOA’s lived experiences (Alaszewski,
2006, 2011). Self-compassion could help ACOAs to allow themselves to revisit their childhood
experiences and normalize their thoughts and feelings when they reread their old journals or
diaries. Also, clinicians, mental health professionals, or ACOA mentors can prompt ACOAs to
reframe their stories with new hope through journaling or other creative methods.
Recommendations for Clinicians and Mental Health Professionals
Understanding risk and protective factors can protect children from possible adverse
outcomes such as dysfunctions in different areas and repeated addictive and compulsive
behaviors when they reach adulthood (Şen-Aslan, 2021). Clinicians and mental health
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professionals are recommended to assess risk and protective factors to create appropriate clinical
interventions and services for COAs and ACOAs (Şen-Aslan, 2021). Exploring COAs’ and
ACOAs’ strengths can allow these indivduals to use their strengths as anchors when they become
emotionally overwhelmed or are triggered by trauma-related cues. Also, ACOAs are
recommended to engage in psychoeducation to learn how to tackle family problems and
circumstances with prompts from a clinician or a mental health professional (Haverfield &
Theiss, 2014). In addition, it is important for clinicians and mental health professionals to help
COAs and ACOAs develop their protective factors so they can learn how to handle their risk
factors when they face crisis situations or negative circumstances (Şen-Aslan, 2021).
In a study on the clinical aspect of ACOA trauma syndrome, Dayton (2012) discussed
that clients may feel stuck and unable to allow themselves to feel their feelings in a therapy
session if asked to sit and tell their stories. A challenge to making progress in therapy is that
many people rely on their logical thinking to identify their feelings and judge themselves about
what they should feel instead of experiencing raw emotions in a therapy session. Meanwhile,
many people feel frozen, and defense mechanisms take over when talking about their trauma
(Dayton, 2012). Dayton (2012) suggested that role-play prompts clients to experience “here and
now” moments (feeling first before translating feelings into words). Also, the author, who was a
therapist, explained that an ACOA client was able to process his feelings when his inner child
was activated through role-playing; he facilitated a conversation between his adult self and his
child self with prompts from his therapist. It allowed him to acknowledge pain and vulnerability
through his child self (Dayton, 2012). Self-compassion can parallelsrole-playing because both
prompt the client to revisit their emotional pain and sit with it in sessions. Also, self-compassion
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may soothe one’s raw emotions and overwhelming feelings after processing trauma through roleplaying and other experiential therapies.
The healing process from ACOA trauma syndrome is like peeling the layers of an onion
through revisiting one’s social, mental, and emotional childhood development (Dayton, 2012).
ACOAs can process their childhood trauma, and they need to revisit their pain through the
practice of self-compassion. ACOAs are more likely to develop strong compassion toward
themselves if they allow themselves to sit with their emotions. The more they process their
trauma, the more they build resilience to manage their triggers in different situations. Those
healing from trauma need support and empowerment, not just to talk about their trauma.
Experiential activities include mindfulness, journaling, and meditation (Dayton, 2012). Like
other experiential therapy activities, self-compassion gives one an inner space to process their
trauma.
Currently, people are facing life stressors due to the pandemic. Mental health
professionals and clinicians need to be aware of the increased alcohol misuse that may impact
children and other family members (Sun, Li, et al., 2020). People are encouraged to reach out to
human services and others for extra support if they need help with overcoming their addiction to
alcohol (Sun, Li, et al., 2020).
Recommendations for Counselor Educators and Supervisors
This study suggests that counselor educators and supervisors include ACOA education in
core courses (e.g., family therapy, substance use and addiction, and crisis and trauma
counseling). Due to the surprising findings of this study, further training in graduate-level
courses regarding family alcoholism and ACOA is highly recommended. Recently, a study of
alcohol use patterns in the United States during the pandemic revealed that alcohol use, including
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sales of alcohol, has significantly increased since March 2020 (Boschuetz et al., 2020). The study
has brought to clinical attention in counseling the need for treatment for alcohol use and alcohol
use behaviors. Counselor educators and supervisors are urged to read current literature studies
regarding ACOAs and alcohol use during the COVID-19 pandemic and encouraged to do further
studies on long-term outcomes of alcohol misuse that affect families and children (Boschuetz et
al., 2020).
Chapter Summary
This chapter summarized the findings of this study supported by some previous literature
studies. Implications and recommendations for clinicians, mental health professionals, counselor
educators, and supervisors were discussed in detail. This study highlighted how parental
alcoholism impacts individuals’ daily functioning through their mental health and attachment.
This study’s limitations presented the possibility of expanding future research to include more
diverse and multicultural participants. Also, this study suggested the continued study of CAST-6
validity and reliability for a better understanding of ACOAs’ long-term development.
Summary of the Study
All people, including ACOAs, experience inevitable challenging times in their life. Many
people struggle to cope with emotional pain, and they may jump to fix themselves and seek
solutions (Germer, 2009). The study suggested that ACOAs may benefit from the practice of
self-compassion for strengthening resilience and managing depression, anxiety, and attachment
disruption. Also, the study aims to understand ACOAs and their levels of resilience through the
role of self-compassion, which influences three common ACOA traits: depression, anxiety, and
attachment disruption. Previous literature studies on ACOAs, resilience, and self-compassion
were explored to support this study. In addition, two studies on excessive alcohol use during the
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pandemic were highlighted and indicate the possibility of an increased number of ACOAs in the
future (Boschuetz et al., 2020; Sun, Li, et al., 2020). Self-compassion is one treatment option for
ACOAs that can help them strengthen their emotional resilience for managing depression,
anxiety, and attachment disruption. The study suggests that self-compassion affects ACOAs’
levels of resilience depending on the intensity of alcohol consumption, family dynamics, and
other factors. Two hundred two participants were recruited through MTurk. The CAST-6 was
shown to be positively correlated with resilience. Mental health professionals, supervisors, and
counselor educators are recommended to examine the relationship between level of resilience
and self-compassion in a group of ACOAs.
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APPENDIX A: Informed Consent
Title of the Project: A mediation analysis: Adult children of alcoholics, resilience, depression,
anxiety, and attachment disruption with the role of self-compassion: A moderation analysis
Principal Investigator: Jessica Kuehne, MA, LPC, LCMHC, NCC, Liberty University
Invitation to be Part of a Research Study
You are invited to be in research about adult children of alcoholics (ACOAs) who were affected
by parental alcoholism. To participate, you must be 18 years old or older and an ACOA.
Please take time to read this entire form and ask questions before deciding whether to participate
in this research.
What is the study about and why is it being done?
The purpose of this proposed study is to assess the role of self-compassion that moderates
resilience between ACOAs and the outcomes of depression, anxiety, and attachment disruption.
What will happen if you take part in this study?
If you agree to be in this study, I will ask you to do the following:
• Complete six surveys:
o A demographic survey
o The Children of Alcoholics Screening Test (Modified CAST-6),
o The Depression Anxiety Stress Scale (DASS-21),
o The Experiences in Close Relationship- Relationship Structures (ECR-RS),
o The Brief Resilience Scale (BRS), and
o The Self-Compassion Scale (SCS).
The surveys will take approximately 31 minutes to complete.
How could you or others benefit from this study?
There is no direct benefit to you from your participation in this survey.
This study may help ACOAs have more treatment options. Also, this study prompts increased
knowledge about ACOAs for mental health professionals, researchers, and communities.
What risks might you experience from being in this study?
The risks involved in this study are minimal, which means they are equal to the risks you would
encounter in everyday life.
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If you need to talk to a counselor after taking the survey, though this is not an endorsement of the
following free online counseling service, you may contact http://www.onlinecounselling4u.com/.
You also can check out ACOA resources at https://adultchildren.org/resources/ if you need more
information regarding ACOAs and extra support. Again, this is only a suggested resource to
assist you if you need counseling assistance after completing the survey.
How will personal information be protected?
The records of this study will be kept private. Research records will be stored securely, and only
the researcher and her faculty supervisor will have access to the documents.
•

Participant responses will be anonymous.

•

Data will be stored on a password-locked computer. Data may be used for future studies
and presentations. After three years, data will be deleted.
How will you be compensated for being part of the study?

Participants will be compensated for participating in this study. One U.S. dollar and twenty-five
cents ($1.25) will be paid to participants who complete the surveys.
Is study participation voluntary?
Participation in this study is voluntary. Your decision whether or not to participate will not affect
your current or future relations with Liberty University. If you decide to participate, you are free
to not answer any question or withdraw at any time prior to submitting the survey.
What should you do if you decide to withdraw from the study?
If you choose to withdraw from the study, please exit the survey and close your internet browser.
Your responses will not be recorded or included in the study.
Whom do you contact if you have questions or concerns about the study?
The researcher conducting this study is Jessica Kuehne. Please feel free to send the questions you
may have at any time during this study by email: jkuehne@liberty.edu. If you have questions
later, you are encouraged to contact her via email. You may also contact the researcher’s faculty
sponsor, Dr. Fred Volk, at fvolk@liberty.edu.
Whom do you contact if you have questions about your rights as a research participant?
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If you have any questions or concerns regarding this study and would like to talk to someone
other than the researcher, you are encouraged to contact the Institutional Review Board, 1971
University Blvd., Green Hall Ste. 2845, Lynchburg, VA 24515 or email at irb@liberty.edu.
Disclaimer: The Institutional Review Board (IRB) is tasked with ensuring that human subjects
research will be conducted in an ethical manner as defined and required by federal regulations.
The topics covered and viewpoints expressed or alluded to by student and faculty researchers
are those of the researchers and do not necessarily reflect the official policies or positions of
Liberty University.
Your Consent
Before agreeing to be part of the research, please be sure that you understand what the study is
about. You can print a copy of the document for your records. If you have any questions about
the study later, you can contact the researcher using the information provided above.
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APPENDIX B: Items Measuring Self-Compassion
Self-Compassion Scale (SCS)
HOW I TYPICALLY ACT TOWARDS MYSELF IN DIFFICULT TIMES
Please read each statement carefully before answering. For each item, indicate how often you behave in
the stated manner, using the following 1-5 scale. Please answer according to what really reflects your
experience rather than what you think your experience should be.

Almost
never
1

Almost
always
2

3

4

5

1. I’m disapproving and judgmental about my own flaws and inadequacies.
2. When I’m feeling down I tend to obsess and fixate on everything that’s wrong.
3. When things are going badly for me, I see the difficulties as part of life that everyone goes
through.
4. When I think about my inadequacies, it tends to make me feel more separate and cut off from the
rest of the world.
5. I try to be loving towards myself when I’m feeling emotional pain.
6. When I fail at something important to me I become consumed by feelings of inadequacy.
7. When I’m down, I remind myself that there are lots of other people in the world feeling like I am.
8. When times are really difficult, I tend to be tough on myself.
9. When something upsets me I try to keep my emotions in balance.
10. When I feel inadequate in some way, I try to remind myself that feelings of inadequacy are shared
by most people.
11. I’m intolerant and impatient towards those aspects of my personality I don’t like.
12. When I’m going through a very hard time, I give myself the caring and tenderness I need.
13. When I’m feeling down, I tend to feel like most other people are probably happier than I am.
14. When something painful happens I try to take a balanced view of the situation.
15. I try to see my failings as part of the human condition
16. When I see aspects of myself that I don’t like, I get down on myself.
17. When I fail at something important to me I try to keep things in perspective.
18. When I’m really struggling, I tend to feel like other people must be having an easier time of it.
19. I’m kind to myself when I’m experiencing suffering.
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20. When something upsets me I get carried away with my feelings.
21. I can be a bit cold-hearted towards myself when I’m experiencing suffering.
22. When I’m feeling down I try to approach my feelings with curiosity and openness.
23. I’m tolerant of my own flaws and inadequacies.
24. When something painful happens I tend to blow the incident out of proportion.
25. When I fail at something that’s important to me, I tend to feel alone in my failure.
26. I try to be understanding and patient towards those aspects of my personality I don’t like.

SCORING KEY
Self-Kindness Items: 5, 12, 19, 23, 26
Self-Judgment Items (reverse scored): 1, 8, 11, 16, 21
Common Humanity Items: 3, 7, 10, 15
Isolation Items (reverse scored): 4, 13, 18, 25
Mindfulness Items: 9, 14, 17, 22
Over-identification Items (reverse scored): 2, 6, 20, 24
To reverse score items (1=5, 2=4, 3=3, 4=2, 5=1).
To compute a total self-compassion score, first reverse score the negative subscale items - self- judgment,
isolation, and over-identification. Then take the mean of each subscale, and compute a total mean (the
average of the six subscale means).
When examining subscale scores, higher scores on the self-judgment, isolation and over-identification
scale indicate less self-compassion before reverse-coding, and more self-compassion after reverse coding.
You can choose to report subscale scores with or without reverse-coding, but these three negative
subscales must be reverse coded before calculating a total self-compassion score.
Note that the scoring procedures are slightly different than that used in the original scale article (Neff,
2003), in which items were totaled rather than averaged. However, it is easier to interpret the scores of the
total mean is used and most researchers currently report total SCS scores on a five-point scale.

Reference:
Neff, K. D. (2003a). Development and validation of a scale to measure self-compassion. Self and
Identity, 2, 223–250.
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Self-Compassion Scale Short Form (SCS-SF)
HOW I TYPICALLY ACT TOWARDS MYSELF IN DIFFICULT TIMES
Please read each statement carefully before answering. Indicate how often you behave in the stated
manner, using the following scale:

Almost
never
1

Almost
always
2

3

4

5

1. When I fail at something important to me, I become consumed by feelings of inadequacy.
2. I try to be understanding and patient towards those aspects of my personality I don’t like.
3. When something painful happens I try to take a balanced view of the situation.
4. When I’m feeling down, I tend to feel like most other people are probably happier than I am.
5. I try to see my failings as part of the human condition.
6. When I’m going through a very hard time, I give myself the caring and tenderness I need.
7. When something upsets me I try to keep my emotions in balance.
8. When I fail at something that’s important to me, I tend to feel alone in my failure
9. When I’m feeling down I tend to obsess and fixate on everything that’s wrong.
10. When I feel inadequate in some way, I try to remind myself that feelings of inadequacy are shared by
most people.
11. I’m disapproving and judgmental about my own flaws and inadequacies.
12. I’m intolerant and impatient towards those aspects of my personality I don’t like.

Self-Compassion Scale Short Form (SCS-SF)
SCORING KEY
Self-Kindness Items: 2, 6
Self-Judgment Items (Reverse Scored): 11, 12
Common Humanity Items: 5, 10
Isolation Items (Reverse Scored): 4, 8
Mindfulness Items: 3, 7
Over-identification Items (Reverse Scored): 1, 9
To reverse score items (1=5, 2=4, 3=3, 4=2, 5=1).
To compute a total self-compassion score, first reverse score the negative subscale items - selfjudgment, isolation, and over-identification. Then take the mean of each subscale, and compute a
total mean (the average of the six subscale means).
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Note that these scoring procedures are slightly different than that used in the original scale article
(Raes et al., 2011), in which items were totaled rather than averaged. However, it is easier to interpret
the scores of the total mean is used and most researchers currently report total SCS-SF scores on a
five-point scale.
Reference:
Raes, F., Pommier, E., Neff, K. D., & Van Gucht, D. (2011). Construction and factorial validation of
a short form of the Self-Compassion Scale. Clinical Psychology & Psychotherapy. 18, 250-255
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APPENDIX C: Permission to Use SCS and SCS-SF Scales
Permission to Use the Self-Compassion Scale (SCS)
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Permission to Use the Self-Compassion Scale Short Form (SCS-SF)
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Permission to Use the Self-Compassion Scale Short Form (SCS-SF)
From: Info@self-compassion.org info@self-compassion.org
Subject: [External] Permission
Date: October 12, 2021 at 12:07 PM
To: Kuehne, Jessica E jkuehne@liberty.edu
Thank you for reaching out! All scales and supporting research articles which contain
reliability, validity, psychometric information and scoring, as well as permission letters can
be found on her website here.
To support your research, you might consider exploring this comprehensive list of published research articles
on self-compassion here: http://self-compassion.org/theresearch/. Articles are listed by category and
author name.
Let me know if you have any other questions. Good luck with your research!
With kind regards Amy Noelle
Certified MSC Teacher
Assistant to Dr. Neff

From: Kuehne, Jessica E <jkuehne@liberty.edu>
Date: Tuesday, October 12, 2021 at 11:52 AM
To: kneff@austin.utexas.edu <kneff@austin.utexas.edu>
Subject: Requesting permission to use the Self-Compassion Scale Short Form (SCS-SF)
Hello Dr. Neff,
My name is Jessica Kuehne, and I am a Ph.D. student in Counselor Education and Supervision at Liberty
University. I am working on my dissertation. My dissertation focuses on adult children of alcoholics and
their levels of resilience with the role of self-compassion. I am interested in using the Self-Compassion
Scale Short Form (SCS-SF) that you developed. Would it be possible for me to use the SCS-SF in my
research?
Thank you for your consideration.
Please do not hesitate to contact me if you have any questions about this research.
Regards,
Jessica Kuehne, M.A., LPC (District of Columbia), LCMHC (North Carolina), NCC
jkuehne@liberty.edu
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APPENDIX D: ACOA Resources
Books
Ackerman, R. J. (2002). Perfect daughters: Adult daughters of alcoholics. Health
Communications.
Adult Children of Alcoholics. (2006). Adult children of alcoholics: Alcoholic/dysfunctional
families. World Service Organization.
Dayton, T. (2012). The ACOA trauma syndrome: The impact of childhood pain on adult
relationships. Health Communications.
Friel, J. C. (1988). Adult children: The secrets of dysfunctional families. Health
Communications.
Gravitz, H. L., & Bowden, J. D. (1987). A guide for adult children of alcoholics. Simon &
Schuster.
Lamb, J. (2019). 7 things that change everything. Jody Lambs Communications.
Middelton-Moz, J., & Dwinell, L. (2010). After the tears: Helping adult children of alcoholics
heal their childhood trauma. Health Communications.
Woititz, J. G. (1990). Struggle for intimacy. Health Communications.
Websites
1. National Association for Children of Alcoholics: www.nacoa.net
2. Adult Children of Alcoholics World Service Organization, Inc.: http://www.adultchildren.org
3. Al-Anon/Alateen: http://www.al-anon.alateen.org/
4. Jody Lamb: https://www.jodylamb.com
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APPENDIX E: Self-Compassion Resources
Books
Germer, C. K. (2009). The mindful path to self-compassion: Freeing yourself from destructive
thoughts and emotions. Guilford Press.
Neff, K. (2011). Self-compassion. William Morrow.
Neff, K., & Germer, C. (2018). The mindful self-compassion workbook: A proven way to accept
yourself, build inner strength, and thrive. Guilford Press.
Neff, K. (2021). Fierce self-compassion: How women can harness kindness to speak up, claim
their power, and thrive. Harper Wave.
Articles
Germer, C. K., & Neff, K. D. (2013). Self-compassion in clinical practice. Journal of Clinical
Psychology, 69(8), 856-867. https://doi.org/10.1002/jclp.22021
Neff, K. D. (2003a). Development and validation of a scale to measure self-compassion. Self and
Identity, 2, 223–250. https://doi.org/10.1080/15298860309027
Websites
1. Self-Compassion https://self-compassion.org
2. Chris Germer Mindful Self-Compassion https://chrisgermer.com
3. The Transformative Effects of Mindful Self-Compassion https://www.mindful.org/thetransformative-effects-of-mindful-self-compassion/

